Socio-Cultural Influence on Choice of Biomedicine - Western Style Medicine - Versus Traditional Medicine in Ghana. by Takyi, Wusu.
SOCIO CULTURAL INFLUENCE ON CHOICE OF BIOMEDICINE - 
WESTERN STYLE MEDICINE - VERSUS TRADITIONAL MEDICINE IN
GHANA
A Thesis Presented to the University of Surrey for the Degree of Doctor
of Philosophy
Wusu Takyi 
2006
ProQuest Number: U220126
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest U220126
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLC.
ProQuest LLC.
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106- 1346
Abstract
Research on socio-cultural influences on the choice of Western Style 
Medicine (WSM) versus Traditional Medicine (TM) in developing countries 
most often use qualitative methodology. Studies that use quantitative 
methodology either focus exclusively on demographic and socio-economic 
factors or combine socio-economic and cultural beliefs indicators into a single 
cultural change variable as the basis of analysis. The consequence is that the 
relative influence of cultural beliefs and socio-economic factors has, largely, 
not been explored. This gap is filled by qualitative studies most of which place 
too much emphasis on cultural beliefs as the main influence on choice 
between WSM and TM in developing countries.
This thesis employed an analytic survey in rural Sekyere West District (SWD) 
of Ashanti region in Ghana to systematically study the socio-cultural 
influences on choice of WSM versus TM, with the aim of assessing the 
relative influence of cultural beliefs and socio-economic factors on people’s 
choices. Using the 2000 Ghanaian electoral register as the sampling frame, a 
three stage sampling procedure was used to select a sample size of 800 
adults. The data was collected between March and July 2004 and a 75 
percent response rate was achieved, thus 603 responses. The survey data 
was analysed using tabular and logistic regression analytic techniques. Three 
measures of use were analysed, namely normative use of WSM, actual use of 
WSM and the use of WSM as a first choice.
The research revealed that socio-economic factors (income, education and 
location of residence) were the most important in influencing people’s choice 
of using WSM. This was followed by demographic characteristics (sex and 
marital status, and age in the case of actual use of WSM). The cultural beliefs 
factors (general beliefs) emerged as the least important influence on 
respondents’ choices. Income emerged as the most important. The combined 
effect of income and location of residence made them the two most important 
variables in explaining the use of WSM in this area of rural Ghana. 
Respondents in the higher socio-economic group reported using WSM more
than their lower socio-economic counterparts. The results suggest that 
cultural beliefs are not as important in influencing people’s choice between 
WSM and TM in rural communities as is suggested in sections of the 
literature. Like any other goods or services requiring expenditure of some sort, 
the ability to pay for WSM assumes prime importance. The implication of the 
findings is that, to promote the utilisation of WSM in rural communities, policy 
makers need to seriously consider income generation programmes and/or a 
reduction in the cost of WSM in these areas.
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Chapter One
Introducing choice making between Western Style Medicine and 
Traditional Medicine in the context of medical pluralism
1.0 Introduction
Choice-making between biomedicine and other forms of medicine in rural 
Ghana is the central focus of this research. Types of medicine that are different 
from biomedicine have been variously described. What is termed Alternative 
Medicine (AM) in developed countries and generally referred to as Traditional 
Medicine (TM) in developing countries, are both types of medicine that differ 
from biomedicine or Western Style Medicine (WSM). The use of AM and TM in 
the context of formal promotion of WSM by governments has attracted national 
and international interest in recent years (Kyei-Boateng 2002, Chavanduka 
1994, Cant and Sharma, 1999, 2000).
Ghana in sub-Saharan Africa has not escaped this experience (Twumasi 1988, 
Senah 1995, Neequaye 1995, Tamakloe 1995, Senah et al. 2001). Ghana 
established a Traditional Medicine Directorate in 1990 and promulgated an act 
-  Act 575 -  in the year 2000, which formally endorsed TM in the country 
(Ghana Government Printer 2000), since it had been banned in and around 
Accra since the 1920s (Fosu 1995, Owoahene-Acheampong 1998). Ghana was 
present at the World Health Organisation (WHO) sponsored conference on TM, 
held in Harare, in 2002, which aimed at strengthening collaboration between TM 
and WSM in developing countries (Kyei-Boateng 2002). Questions that this 
current interest in AM/TM raise include the following: what is the context within 
which Ghanaians make a choice between WSM and TM? What are the reasons 
for people’s choices between WSM and AM/TM? What are the explanations for 
people’s choices? Which of these explanations are the most plausible? Which 
theoretical and policy implications of the explanations that emerge are the most 
plausible? These are some of the broad questions addressed in this thesis.
This introductory chapter begins by outlining evidence about the rising use of 
AM in developed countries, and the thriving use of TM in developing countries, 
which has served as the impetus for the contemporary interest and research
1
into AM and TM. It is argued that the rising use of alternative medicine in 
developed countries supports the need to examine TM in developing countries, 
because the standard of WSM in developed countries, such as the US, relative 
to developing countries, is high and accessibility (physical and financial) is 
good. The question is, if in developed countries where there is provision of high 
standard WSM and income levels are such that individuals can afford WSM 
there is a rise in the use of AM, then what will be the case in developing 
countries, like Ghana, where the standard of WSM is poor and income levels 
are low comparative to developed countries? Also, it is suggested that studies 
of AM and TM could be grouped into anthropological (Fink 1989, Cocks and 
□old 2000), sociological (Saks 1998, Gordon 1987, McKeown 1976, lllich 1976) 
and social policy-oriented studies (Cant and Sharma, 1999, 2000, Tsey 1997).
Attention is drawn to the support and legitimacy which countries have 
historically offered or presently offer WSM on the one hand, and how 
governments historically have undermined or banned AM or TM on the other 
hand, both in developed countries (Cant and Sharma 2000) and developing 
countries (Cocks and Dold 2000, Senah et al. 2001, Addae 1996). It is argued 
that not-withstanding that most governments have had a frosty attitude toward 
TM and AM, the former has thrived in developing countries (Senah et al. 2001, 
Courtright 1995, Sindiga et al. 1995) and the latter has re-appeared alongside 
WSM in developed countries (Cant and Sharma 2000), a phenomenon which 
has provided further incentive for research into AM and TM. Also, attention is 
drawn to the power and prestige of WSM and its associated professionals, 
particularly medical doctors. This was acquired as a result of medicines 
spectacular early successes on the one hand and the support and legitimacy it 
was accorded by society on the other hand, and the extensive sociological 
research that ensued (Gordon 1988, McKeown 1976, lllich 1976, Oakley 1980).
The literature review in this thesis is interested in AM and TM related studies 
which focus on lay views about how individuals make their choices, about 
whether to use WSM or TM/AM, and what factors they take into consideration 
when making these choices. It is demonstrated that, in this respect, many 
research studies have been conducted in developed countries (Mcgregor and
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Peay 1996, Verhoef 1995, Sacks 1996, Cant and Sharma 2000), but few in 
developing countries, particularly Ghana. A brief analysis of the few Ghanaian 
studies is used to argue for the need for this research, highlighting 
recommendations made by Twumasi (1975) and Tsey (1997). This is followed 
by definitions of AM, TM, WSM and ‘medical pluralism’. Finally, the outline of 
the thesis is provided.
1.1 Evidence of the rising use of AM and TM in developed and 
developing countries
Irrespective of the definition of the non-biomedical forms of medicine employed,
their use is rising in developed countries (Verhoef 1995, Mcgregor and Peay
1996) and continues to thrive in developing countries (Coutright 1995, Senah 
1995, Senah et al. 2001). The next two sections show some evidence on the 
use of AM and TM in both developed and developing countries, which has 
served as the impetus for contemporary AM and TM related research.
1.1.1 Rising use of AM in developed countries
In acknowledgement of the rising use of AM in developed countries, Mcgregor
and Peay (1996: 1317) made the following observation.
“Despite the advances of modern medicine, alternative medicine continues to 
flourish in developed nations and to be chosen by significant and perhaps 
increasing numbers of people to deal with their health problems.”
Cant and Sharma (2000) draw attention to the lack of survey data on the levels 
of use of AM, at least in Europe before the 1960s, which makes difficult any 
objective comparison of the levels of use of AM pre-1960 and post-1960. 
However, they point to the bitter opposition to AM by biomedicine before the 
1960s, and suggest that AM might have been thriving, to the extent that it might 
have posed a threat to biomedicine, and thus attracted that bitter attack.
When evidence on the use of AM began to emerge, it indicated significant use 
by the population. Two studies conducted in Canada reported that 20% of the 
respondents of the first study and 27% of the second study had used at least 
one alternative therapist in the previous six and 24 months respectively 
(Verhoef and Sutherland 1995). Though these studies have been criticised for
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using a broad definition of AM, subsequent studies in the US and other 
relatively earlier studies in Europe have found evidence which was more or less 
consistent with those findings.
In the US, a survey conducted in 1990 indicated that 34% of the respondents
had used at least one unconventional therapy - naturopathy, herbal medicine or
chiropractic medicine - the previous year (Eisenberg et al. 1993, cited in Bouldin
et al. 1999: 279). In Britain, Furnham and Smith (1988) found that one-third of
patients consulting an alternative medicine practitioner had not previously
received care for their main problem from conventional medical treatment. A
study in The Netherlands and France indicated that 20% and 49% of the
population respectively, had used some form of alternative medicine (Cited in
Cant and Sharma 2000). Further, evidence gleaned from the monetary
quantification of the sale of herbal products and the number of herbal products
being sold in conventional pharmacies showed that the use of AM is rising
(Bouldin et al. 1999). The evidence so far, justifies Cant and Sharma’s (2000:
427) comment that:
“The use of alternative medicine has grown rapidly, and in many Western countries 
it can be assumed that as many as a third of the population has had some 
experience of them.”
The above evidence indicates that in developed countries where the resources 
needed to provide effective biomedicine are available, the purchasing power of 
individuals is such that they can afford WSM, the use of AM is rising (Bouldin et 
al. 1999). An obvious question that springs to mind is that if this is the case in 
developed countries, what is the case in developing countries, where resources 
are lacking for the provision of standard biomedicine and most people lack the 
purchasing power to afford WSM?
1.1.2 Evidence of use of TM in developing countries
In developing countries, particularly Sub-Saharan Africa, for example Ghana,
TM has always been a source of medical treatment (Courtright 1995, Agyepong 
1992, Twumasi 1975, Twumasi 1988, Fink 1989, Sindiga 1995a, Senah et al. 
2001). Though WSM is the formal medium of health service provision in virtually 
all sub-Saharan countries, TM continues to thrive in these countries (Tsey
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1997). In 1978 the World Health Organisation (WHO), estimated that between
70 and 80 percent of mainly rural people have no access to WSM, yet they
survive essentially on TM (Senah et al. 2001, Sindiga 1995b, Barquar 1995).
Courtright (1995: 1065) has noted that:
“There is evidence throughout Africa that a large proportion of the rural population 
seek health care from traditional healers.”
The same author cited as evidence a population survey which showed that over 
half of the respondents used TM. Also, Tsey (1997: 1065) has observed that in 
Ghana, for example, “individuals and governments are increasingly turning to 
TM”. Zwart and Voorhoeve (1990: 711) note that, "... in Ghana, traditional 
medicine is still an essential part of the health system”. Also, a survey 
conducted by Zwart and Voorhoeve (1990) in the Dormaa District of Ghana, 
indicated that only 40% of the population used WSM, 45% used a mixture and 
15% exclusively used TM. Despite scant statistical information on the extent of 
the use of TM in developing countries, and particularly Ghana, the impression 
obtained from the literature reviewed indicates a widespread use of TM.
1.2 Contemporary research interest in AM and TM
The rising use of AM in developed countries and the thriving use of TM in 
developing countries has generated a considerable amount of AM and TM 
related research studies. These studies could be grouped into anthropological 
(Cocks and Dold 2000, Fink 1989), sociological (Scambler 1998, Owoahene- 
Acheampong 1998, Sindiga et al. 1995, Sacks 1996, Gordon 1987) and social 
policy-oriented studies (Cant and Sharma 2000, Tsey 1997, Senah et al. 2001).
Cultural anthropologists are credited for earlier studies into TM. Their works 
centred on medicine in specified indigenous cultural groups whose forms of 
healing practices were distinct from western biomedicine. These works focused 
on ‘folk illnesses’, traditional medicinal systems and herbal remedies. An over­
emphasis was placed on the exotic healing rituals and the culture bound 
syndromes of particular societies or communities (Cocks and Dold 2000, 
Sindiga 1995a). Cocks and Dold have commented on the early studies, which 
stemmed from medical anthropology, that:
“Medical anthropology was itself a Western product, [which] developed in the wake 
of western medicine’s rapid colonisation of the world. [For] ... colonial and post-
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colonial authorities who favoured the interest of western medicine had a strong and 
racist influence as they sought to discredit traditional medicine as typically 
backward." (2000: 1507)
Consequently, in some places:
“Modern biomedical medicine was considered to be the only type of health service 
available and all other forms of health care were classified as ‘illegal’ or 'deviant.'" 
(Cocks and Dold 2000: 1507)
In Ghana, for example, as part of a programme to establish the first national 
modern biomedical hospital in Accra in 1925, all forms of traditional medicinal 
practices were banned in urban areas, including the vicinity of Accra the capital 
(Fosu 1995, Senah et al. 2001, Twumasi 1975).
Later, anthropologists mostly from developed countries, examined the existence 
of different types of medicine, which serve different communities with varying 
degrees of success, thus arguing for what later became widely known in the 
literature as “pluralist medicar systems (see section 1.5 for full discussion) 
(Sindiga 1995a, Fink 1989).
The desperate attempts at controlling non-biomedical forms of medicine was 
not a colonial issue that was limited only to colonies, but occurred in developed 
countries too, where all forms of medicine which were not based on biomedicine 
were banned or discouraged in one way or another (Cant and Sharma 2000). At 
the same time as non-biomedical forms of medicine were being discouraged or 
being banned, biomedicine was being promoted (Cant and Sharma 2000, 
Cocks and Dold 2000).
State support for biomedicine in developed countries was reinforced by its early 
successes to the extent that the dominant professionals in biomedicine 
amassed quite substantial power and prestige in society (Cant and Sharma 
2000, Stacey 1988, Friedson 1970), which became a focus of sociological 
research in the developed countries.
The perceived power of biomedicine and the associated prestige of the medical 
profession have been extensively researched and have generated interesting 
and diverse views. Examples of these views include the médicalisation thesis
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(Zola 1972, Conrad and Schneider 1992), medical professional dominance 
(Friedson 1970, Wills 1989), and the exaggerated daims of biomedical efficacy 
and a critical view on the gap between the scientific and clinical practice of 
biomedicine (Gordon 1987). Also, biomedicine’s contribution to the 
improvement of the general health of the population and life expectancy was 
questioned (McKeown, 1976, lllich 1976). Further, issues of power (Oakley 
1980), exploitation around medicine (Doyal 1979), differential access to 
biomedicine (Whitehead and Evans 2001, McIntyre 2006, Walters 1980, Ham 
1985, Doyal 1979) and inequalities in health and health status (Townsend and 
Davidson 1982, Nettleton 1995) were part of the debates that ensued. These 
critical views of WSM do not undervalue in any way the contribution WSM has 
made and continues to make towards the treatment and prevention of illness.
Despite the efforts of many governments at controlling all non-biomedical forms 
of medicine, they continued to thrive in developing countries (Courtright 1995). 
In developed countries, they re-appeared alongside biomedicine after the 
aggressive promotion of biomedicine had left non-biomedical forms of medicine 
dormant, (Cant and Charma 2000). The resurgence of the use of AM/TM has 
not escaped the interest of the public and academics to seek to understand why 
this has occurred.
The search for understanding of the resurgence of these forms of non­
biomedical based medicine in both developed and developing countries has 
been the preoccupation of contemporary studies of TM. The ultimate purpose of 
these studies has been to contribute to the sociological understanding of health 
and health seeking behaviour and to inform health policy formulation. In relation 
to the relevance of the study of the reasons for people’s choices between WSM 
and AM/TM for the formulation of health policies, Dunfield (1996: 59) has 
asserted that:
“The policy relevance of non-conventional utilisation is an issue that both medical
and insurance industries need to consider seriously.”
In relation to social policy, within a recent review of the contemporary debates 
on AM and TM, Cant and Sharma (2000) isolated key areas on which they
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suggest future research could focus. These areas include the points of view of 
patients, doctors, therapists, states, insurance and pharmaceutical companies, 
and, the relationship between therapists and nurses.
The literature review for this research, however, is more concerned with AM and 
TM-related studies which focus on lay views on how individuals make their 
choices and what factors they take into consideration when making those 
choices. The choice people make as to whether to use or not to use AM/TM in 
relation to WSM, provides the key to our understanding of why the use of TM 
continues to thrive in developing countries, particularly Ghana.
In this respect, many research studies were identified which sought to address 
the question of why people choose non-biomedical forms of medicine. But most 
of them were conducted in developed countries (Dunfield 1996, Mcgregor and 
Peay 1996, Furnham and Smith 1988). The number of studies cited by 
Mcgregor and Peay (1996) and by Cant and Sharma (2000), gives an indication 
of the extent of AM-related studies that have been conducted in developed 
countries.
However, quite noticeable in the literature, is the lack of studies conducted in 
developing countries, particularly in Sub-Saharan Africa, to establish the factors 
that influence people's choice between TM and WSM. Only a few studies were 
identified as having been conducted in Ghana, which related in one way or 
another to why large sections of the Ghanaian population continue to use TM 
and/or why people choose TM as against WSM. Studies conducted in Ghana, 
which relate to TM and the factors that influence people’s choice include Fosu 
(1995), Tsey (1997), Zwart and Vooheove (1990), Gyapon et al. (1996), 
Agyapong (1992), Twumasi (1975) Senah et al. (2001) and Bierlich (2000). 
Apart from Fosu (1995) the focus of the rest of the studies was not explicitly on 
the factors that influence people’s choices between WSM and TM.
The studies by Tsey (1997) and Bierlich (2000) were both qualitative studies 
and were conducted in rural Volta and Northern regions of Ghana respectively. 
These studies however, do casually mention factors that influence people’s
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choice between WSM and TM. Tsey identified type of illness and cost of 
medicine as the key factors that influence people’s choices. Bierlich 
emphasised type of illness, health beliefs and patients’ perception of the attitude 
of providers of different types of medicine. Tsey’s finding that his respondents 
were more likely to use TM for the treatment of mental illness, corroborated 
Twumasi’s (1975) assertion but contradicted Fosu’s findings, which suggested 
his respondents used WSM for the treatment of mental illness. Fosu’s (1995) 
study (which is fully discussed in chapter 3, section 3.1) was quantitative and 
conducted in Accra, the capital of Ghana.
Twumasi (1975), writing on TM in general, conjectured that rural or urban
dwelling, level of formal education, availability of a clinic or medical technology,
type of illness and demographic variables such as age, sex and extended family
are the primary influences on people’s choice of type of medicine. Twumasi
(1975: 105) recommended:
“It will be a worthwhile experience to subject some of these variables to rigorous 
examination in a future fieldwork study in order to explicate the nature of some of 
the specific relationships as well as to investigate the determinants of the pattern.”
Also, Tsey noted the lack of studies into the factors that influence people’s 
choices between WSM and TM, and made a similar recommendation that:
“There is the need to re-examine some of the underlying reasons for the current 
popularity of traditional medicine in Ghana and other African countries.” (Tsey 
1997: 1074)
Financial accessibility of WSM in Ghana especially, since the introduction of 
user payment at the point of use in the 1990s, was such that Tsey (1997: 1072) 
commented:
“Clearly, only few people in Ghana could afford Western-type health care ... One of 
the problems about current user pay services in Ghana is the tendency, to force 
the poor to hold on to some therapeutic traditions that they might have considered 
obsolete.”
Yen (1998: 36-37) wrote “those who cannot afford to pay this [WSM] medical bills 
resort to traditional medicine.”
The recent introduction of the National Health Insurance Scheme (NHIS) in the 
WSM market in Ghana to deal with uncertainties and sudden health care costs 
does not change the affordability problems highlighted above. The poor are the
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least likely to take up insurance. No sooner had NHIS been launched than the
Minister for Health acknowledged the low take up and:
“Expressed concern about the low registration rate... and called on people to join 
the scheme [and] urged the media to lead in the campaign to promote the NHIS.” 
(Gobah 2005: 41)
In relation to the poor being the least likely to take up private health insurance, 
there is ample evidence from the USA, where private health insurance is the 
main route to accessing health care, to support this point (Whiteis 1998, 
Amstrong 1989). Moreover, the inability of the poor to take up private health 
insurance is the raison d’etre of Medicaid in the US.
Discussing affordability of medicines in Africa, a recent International Labour
Organisation report noted that there are many:
“Indications that medical expenses are much higher than most African households 
can afford...[consequently many] choose not to seek healthcare rather than 
become impoverished ... the poor forgoing care represents a clear case for 
protection.” (Wealkens et al. 2005:4)
With specific reference to Ghana, Gyapong (1996) reported in her study that, 
some poor peasant farmers were resigned to their fate and would not spend 
their meagre resources on the treatment of an ongoing illness. The question 
therefore is, if  the poor are prepared to forego the treatment of an ongoing 
i/lness in order to spend their scant resources on other desperately urgent 
needs that confront them, how likely is it that they would consider foregoing 
their desperately urgent needs in order to make provision for an illness that may 
or may not occur in the future, as envisaged in health insurance? This issue 
suggests that health insurance does not address the problem of affordability for 
the poor but offers different payment arrangements for those who can afford it.
It becomes clear that there is a lack of research into the continued use of TM by 
large sections of the population in developing countries such as Ghana, as 
indicated by Twumasi (1975) and Tsey (1997). Also, the few studies that have 
been conducted in this respect, have reached contradictory conclusions on the 
factors that influence people's choices. Not only did these studies reach 
contradictory conclusions, none of them attempted to evaluate the relative 
influence of the socio-economic and the cultural factors highlighted in the
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literature with the exception of one Ofori-Atta and Linden (1995). The remaining 
studies either focused on cultural beliefs (Fink 1989, Bierlich 2000) or 
accessibility issues, particularly socio-economic factors (Yen 1998, Gyapong 
1996, Tsey 1997) as the key factors influencing choice. Therefore, this thesis 
will examine the explanations which focus on beliefs alongside those that focus 
on socio-economic factors, and evaluate their relative importance.
1.3 Definitions: AM and TM
It will be helpful for the subsequent discussion to provide working definitions of 
AM, TM and ‘medical pluralism’. First, how other authors have conceptualised 
the terms AM and TM are examined before they are defined in this thesis. This 
requires drawing attention to some key tenets embodied in the terms AM and 
TM. In this respect four observations are made: First the distinction that is 
made between biomedicine and non-biomedical forms of medicine; second, the 
number of terms used to describe types of medicine different from biomedicine; 
third, the variety of medicinal approaches that are grouped under either AM or 
TM; and fourth, the varied nature of the terms used in different parts of the 
world and the variety of medicines classified under AM or TM. Finally, a 
definition of biomedicine is provided and ‘medical pluralism’ is examined.
The first key point to be noted in any definition of AM or TM is that they 
distinguish all forms of treatment that are not based on biomedicine, and 
classify them as AM in developed countries and TM in developing countries. 
Cant and Sharma (1999: 5) define AM thus:
“In this book we use the term “Alternative Medicine” to refer to forms of healing that 
depends on knowledge bases distinct from that of biomedicine and which, as such, 
do not share the special legitimacy that the state has conferred upon biomedicine.”
Twumasi defines TM as follows:
“The term traditional medicine is used to mean a practice in which there is no 
conceptual separation between natural and supernatural entities. The service is 
usually performed through holistic method and the utilisation of magico-religious 
acts and concepts.” (Twumasi 1975: 6)
The second point is that several similar terms have been used over the years to 
describe distinctions that are made in biomedicine. These terms include, 
Traditional Medicine (Twumasi 1975, Fulder 1988, Twumasi 1988, Fosu 1995,
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Ofori-Atta 1995, Tsey 1997); Native Medicine (Cocks and Dold 2000); 
Ethnomedicine, (Senah 1995, Agyepong (1992); Alternative Medicine 
(Mcgregor and Peay 1996, Cant and Sharma 1999); and Complementary 
Medicine (Furhnam and Smith 1988, Sharma 1992, Sharma 1995). Other terms 
used are Non-conventional or Unconventional Medicine (Dunfield 1996), Non- 
traditional Medicine (Johnson and Kurtz 2002), Unorthodox, Parallel, Genetic or 
Holistic Medicine (Kearris 1994 cited in Cocks and Dold 2000) and Herbal 
Medicine (Bouldin et al. 1999). Further terms include Tribal Medicine (Cant and 
Sharma 2000, Roger 1991) Indigenous, Primitive, Fringe and Natural Medicine 
(Fulder 1988). Geographical areas are also used to describe non-biomedical 
practices which predominate in a given part of the world, for example, Chinese 
Medicine; Oriental Medicine; Indian Medicine and African Traditional Medicine.
It is worth pointing out that at times Traditional Medicine is used to describe
biomedicine in developed countries in the same sense that the term orthodox
medicine is used to denote a long established form of medicinal care in
developed countries. The use of TM in this sense - a long established form of
medicinal care - in developed countries, is provided by Furnham and Beard
(1995: 1430), who state:
“Therefore, it could be concluded that it is not exclusively dissatisfaction with the 
efficacy of the traditional medical practitioners and their treatments as a reason for 
the decision to visit complementary medicine.”
Johnson and Kurtz (2002) also used traditional medicine in a similar sense as
illustrated in the following statement:
“Osteopathic medicine, along with other non-traditional approaches, developed in 
the late 19th century in response to perceived inadequacies of traditional medicine 
in the United States.” (Johson and Kurtz 2002: 2141)
Traditional medical practice was used, in these contexts, by the authors to 
describe western biomedicine in the United Kingdom and the United States 
respectively. In a similar sense, in developing countries, for example Ghana and 
Kenya, TM is used to describe indigenous medicine since it is the long 
established form of medicine in these countries.
It could therefore be seen that the term TM may be used to describe the long 
established form of medicine in both developed and developing countries.
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However, the long established form of medicine in these different parts of the 
world differ fundamentally from each another and, as such, create some 
confusion in the literature. Whereas biomedicine is at times termed TM in 
developed countries (Furnham and Beard 1995, Johnson and Kurtz 2002), in 
developing countries, for example, Ghana, it is rather the non-biomedical form 
of care that is termed TM (Twumasi 1975, Twumasi 1988, Tsey 1997, Fosu 
1995, Fink 1989, Senah et al. 2001). This is so in Ghana, because historically 
biomedicine relative to indigenous Ghanaian medicine is a recent phenomenon. 
Formal state adoption of WSM for the whole country was in 1925 (Fosu 1995, 
Addea-Mensah 1992).
Therefore, the use of the term TM is preferred as the description of non­
biomedical types of medicine, at least, in developing countries, despite Senah's 
(1995) objection. Senah (1995) objects on the grounds that the use of 
‘traditional’ denotes static and unchanging primitive practices, whereas there is 
evidence of some dynamism in the contemporary practices of TM in Ghana.
The third point to be noted is the need to acknowledge that AM and TM are 
umbrella terms used to cover all forms of medicinal treatment which are not 
biomedical.
“AM encompasses a broad spectrum of practices and beliefs." (Verhoef and 
Sutherland 1995: 511)
The umbrella nature of AM and TM is better illustrated by Fulder’s (1988) 
definitions of the two terms. According to Fulder, AM is:
“The aggregate of diagnostic and therapeutic practices and systems which are 
separate from and in contrast to conventional scientific medicine.” (Fulder 1988:
XV)
[And TM] is “the aggregate of indigenous diagnostic and therapeutic practices, 
which may or may not be formal and systematic, which have developed to form an 
integral part of a culture.” (Fulder 1988: XVI)
Similar issues are discussed by Nigenda et al. (2000) and Fassin and Fassin 
(1988) under ‘medical pluralism’ (see section 1.5).
The fourth point is the need to recognise that the variety of medicinal 
approaches included in the classifications vary from country to country and over
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time, as do the terms. Also, not only are there varieties of non-biomedical 
approaches to care which have to be taken into account in the definition of AM 
or TM, but biomedicine does assimilate some of these non-biomedical 
procedures of care at different times. Therefore, wrestling to encapsulate these 
two issues in the definitions of AM and TM may unwittingly lead to slight 
differences in definitions. Fassin and Fassin (1988) draw attention to the first 
point in their study of TM in Senegal, West Africa and Cant and Sharm (1999) 
draw attention to the second point, where some forms of complementary 
medicine have been assimilated into biomedicine in the United Kingdom. They 
cited as an example how the status of acupuncture changed from one that was 
unrecognised by biomedicine in the 19th and first half of the 20th centuries, but 
became adopted as an acceptable clinical procedure by the 1970s, and is 
currently practised by some bio-medically trained doctors in the UK.
Definitions of AM and TM will now be drawn on to tease out the differences and 
similarities between the two, starting with Twumasi’s (1975) definition of TM. 
The reason for choosing Twumasi’s definition is that, with the exception of 
Senah (1995) and Agyapong (1992) who preferred to use ethno-medicine, it 
has become the standard definition used in TM studies conducted in Ghana. 
Twumasi (1975) defines TM in the Ghanaian context as all the health services 
provided by fetish priests and priestesses, faith healers, spiritualists, herbalists 
and traditional birth attendants (TBAs). In relation to the TBAs, it includes those 
who have obtained some training in basic hygiene and skills to recognise signs 
of pregnancy or impending delivery, which require urgent referral to biomedical 
hospitals.
In relation to AM, Eisenberg’s (1993) definition, cited in Verhoef and Sutherland 
(1995) in the context of developed countries, is chosen for two reasons. The 
first reason is that the definition provides a sharp distinction between 
biomedicine and AM. The second reason is that it provides examples of the 
latter. Eisenberg defines AM as follows:
“Alternative Medicine (AM) consists of medicinal practices that are not in conformity 
with the standards of the medical community that are not taught in North American 
Hospitals. Examples include naturopathy, herbal medicine and chiropractic.” 
(Verhoef and Sutherland 1995: 511)
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Two points are worth noting about Eisenberg’s definition. The first point is the 
emphasis placed on the standard of knowledge and orientation of medicine set 
by the measurements of biomedicine in the US, but not any other standard 
derived from a non-biomedical basis of medicine. The second point is to 
highlight the main differences between the definitions of Twumasi (1975) and 
Eisenberg (1993). Twumasi includes the practices of fetish priests and 
priestesses, which have two key components - the use of herbs and the claim of 
the role of supernatural powers in the treatment or care process. The use of 
herbs, is in some ways, similar to WSM. Twumasi (1988) notes:
“Herbalists are the most numerous of traditional healers. They approach healing 
through the use and application of herbs. Their methods of treatment and 
operational procedures are often similar to some of the methods of modern 
medicine” (p. 12). “They have a stock of remedies with which to treat ills and some 
have scientific validity.” (Twumasi 1988: 7)
However, claims of the supernatural role in the practices of some TM 
practitioners - fetish priests and priestesses - exposes TM in developing 
countries to criticisms of an irrational basis of medicine. But Fosu (1995) offers 
some plausible explanation to the supernatural basis of medicine. He sees the 
claims to supernatural healing as a mere manifestation of the ‘social theory’ 
explanation of disease and he asserts:
"... Within this framework, the causes and consequences of disease are viewed in 
relation to the functioning of the social and cultural system. Hence, natural, social 
and supernatural components of disease causation are recognised and responded 
to accordingly. This contrasts with biomedical theory which addresses the causes 
and consequences in mainly biological terms.” (Fosu 1995: 1030)
1.4 Definition of WSM
At this juncture it will be helpful to provide a definition of WSM, by drawing on 
Fulder (1988), Eseingberg (1993) and Cant and Sharma (2000). WSM is 
defined by these authors as the aggregate of the diagnostic and therapeutic 
practices of the medical community, which attempt to adhere to modern 
scientific principles and medical practices that are in conformity with the 
standards taught in North American, West European and Australian hospitals 
and enjoy official legitimacy.
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1.5 Medical pluralism
Choice of type of medicine presumes the existence of more than one type. It 
follows therefore that individual choice-making between TM and WSM is made 
in a context where both types of medicine exist. The existence of two or more 
types of medicine in a given society has been variously described. The 
descriptions include ‘coexisting medical systems’ (Senah 1995, Fink 1989, 
Fassin and Fassin 1988), ‘medical dualism’, ‘pluralistic medical systems’ and 
‘medical pluralism’ (Twumasi 1975 and 1979, Sindiga et al. 1995, Sikkerveer 
1990, Fink 1989, Cant and Sharma 1999). However, it is the term ‘medical 
pluralism’, which has gained most currency in contemporary literature. But 
‘medical pluralism’ is more of a concept than a term. As a concept, it has been 
variously defined. Nigenda et al. cites Minocha (1980) as proposing that:
“Medical pluralism can be understood to mean two things. It may mean the 
coexistence of multiple systems of medicine including what are called folk systems, 
popular systems, or a traditional professionalised system, which presents multiple 
choices to individuals. It may also mean pluralism within a particular system.” 
(Nigenda et al. 2001:5)
The second part of Minocha’s proposal is better illustrated by an observation 
made by Cant and Sharma (1999), drawing on Wardwell’s (1994) argument, 
which questions alternative medicine as a unified form of treatment and 
suggests that:
"... Non-biomedical modes of healing in western countries are highly diverse, it can 
be argued that they should no longer be treated as a single category.” (Cant and 
Sharma 1999: 5)
This observation is also true for developing countries. Highlighting the same 
point in the context of Senegal (in West Africa) in relation to state legalised 
WSM practices and the lack of equal formal legal status for TM, Fassin and 
Fassin (1988: 354) remarked:
“...There is such an extraordinary heterogeneity among unofficial practices that it is 
impossible to fit them into a single category: what logical connection could we see 
between a marabout healing with prayers, a herbalist selling plants, a witch-doctor 
fighting against creatures of the night and a street seller dealing in 
pharmaceuticals.”
In view of the quite noticeable diversity in non-biomedical types of medicine, 
Cant and Sharma (1999) preferred the use of “Alternative Medicines” to 
Alternative Medicine, thus emphasising the plural nature of the choices 
available to any individual within non-biomedical types of medicine. It is the
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array of choices, within a given type of medicine, to which the second part of 
Nigenda et al.’s (2001) definition draws attention. In the Ghanaian context, 
Twumasi (1988), for example, identified four sub-types or composites of TM: 
Traditional Birth Attendants; Faith Healers; Spiritualists (diviners or fetish 
priests); and traditional herbalists. These sub-types have been subsequently 
acknowledged by authors who have written in the Ghanaian context including 
Fosu (1995), Senah (1995), Senah et al. (2001), Tsey (1997) and Fink (1989).
Pointing to the complex nature of the apparently simple concept of ‘medical
pluralism', Nigenda et al. (2001:6) noted:
“Medical pluralism has to be understood in the context of their social, political and 
cultural characteristics”.
Senah (1995) shares this view and cites an argument by Janzen (1978) and
advice by Kleinman (1980) to support the point. According to Senah (1995),
Janzen argued that:
"... A sufficient analysis of a local pluralistic medical system must begin with the 
“macro” level of colonial history and policy". [And Kleinman] “advised on the need 
to see local health systems in an ecological perspective that recognises “external” 
influences such as political, economic, social structural and historic factors.” 
(Senah 1995: 1 1 0 - 1 1 1 )
Thus the need for a definition which captures the broader issues and the social
context, and allows for wider analysis of health seeking behaviour and issues
related to choice making between or among the types of medicine available to
people, was required. Fink’s (1989) definition attempted to do that with some
limited success. According to her:
“The concept of medical pluralism which has been developed in recent years views 
all medical fields as coexisting parts of a connected system, inside of which the 
patients simultaneously or successively use the different types of medicine. It 
allows us to go beyond the descriptive categorisation of the different types of 
healers and health institutions and to draw conclusions with regard to patient 
behaviour from the analysis of medical pluralism” (Fink 1989: 37). [She added]
“The concept of medical pluralism makes possible a better understanding of patient 
behaviour in the consecutive and successive use of different methods of therapy.”
(Fink 1989: 39-40)
This characterisation of medical pluralism does two positive things. First, it calls 
for a movement beyond description. Second, it advocates the need for a 
definition, which allows analysis and makes better understanding possible. 
However it provides neither the scope within which issues could be examined,
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nor indeed points to what the issues could be. This is a limitation of Fink’s 
definition of ‘medical pluralism’. It is precisely this limitation that Cant and 
Sharma’s (1999) definition and characterisation of medical pluralism addresses.
Their definition and description of ‘medical pluralism’ encapsulates most of the
contemporary key sociological concerns related to AM and TM. They discuss
the ways in which medical pluralism in developing countries is characterised by
a context in which:
“Different kinds of healing systems exist alongside each other and interact with 
each other, also, the ways in which sick people and their kin make decisions about 
what kind of healer to use. ... the “consumer” chooses among forms of healing that 
do not have equal prestige and accessibility. Healers defer in the degree of 
credibility and esteem they can command, and even though biomedicine is weakly 
developed in many countries in the South, it still bears an authority and prestige 
derived from various sources, not least its international dimension, its relationship 
with the state, its perceived success in controlling certain life threatening conditions 
through modern drugs and technology.” (Cant and Sharma 1999: 4)
The characterisation of medical pluralism in this light allows the examination of 
WSM and AM/TM in Ghana, in a context where the state continues to promote 
the former, which forms the focus of health policies, but until recently has 
historically banned or undermined the latter and offers it little or no support. 
Another issue is whether the state is able to provide adequate WSM for their 
citizens and whether the citizens are able to afford WSM. The aim of this thesis 
includes an assessment of the relative influence of people’s cultural beliefs and 
their material conditions on the choices they make between the available types 
of medicine.
1.6 Summary
AM and TM, as non-biomedical forms of medicine have been introduced as the 
focus of this research. Evidence was provided to show that the use of AM is 
rising in developed countries and thriving in developing countries. It was 
suggested that this increase has been the impetus for the contemporary 
research interest in AM and TM. It was also suggested that AM and TM related 
studies could be grouped into anthropological, sociological and social policy- 
oriented studies. Also, attention was drawn to the power and prestige 
biomedicine and its associated professionals - medical doctors - acquired and 
the research it generated.
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It has been shown that most of the research into why people use non- 
biomedical forms of medicine has been conducted in developed countries 
(Mcgregor and Peay 1996, Cant and Sharma 2000), but little research has been 
conducted in developing countries, particularly Sub-Saharan Africa, for example 
Ghana. Twumasi’s (1975) and Tsey’s (1997) recommendation that there is a 
need for empirical research into the factors which influence people when 
choosing between WSM and TM supports the need for this research.
The definitions of AM and TM have been examined in some detail, with both 
definitions indicating that they are types of medicine different from biomedicine. 
It has been shown that AM is generally used to describe non-biomedical forms 
of medicine in developed countries, whereas TM is used to describe non- 
biomedical forms of medicine in developing countries. It was also shown that 
there are several terms, often used interchangeably, to represent non- 
biomedical forms of medicine.
Terms such as Traditional Medicine, Ethno-medicine, Indigenous, Primitive and 
Tribal Medicine are generally used to refer to non-biomedical forms of medicine 
in developing countries or in studies that are conducted there, whereas the rest 
of the terms are used to refer to non-biomedical forms of medicine in developed 
countries or used in studies conducted in developed countries. The terms, 
which have geographical areas attached to them, are more or less self- 
explanatory, for example, Chinese medicine, in the sense that one can easily 
identify from which part of the world that form of medicine originates. It has to 
be stressed that this is merely a rough division. Caution was sounded about the 
possible confusion that may arise in situations where the term TM is used to 
simply represent a long established form of medicine. Further, attention was 
drawn to the umbrella nature of AM and TM given the variety of forms of 
medicinal practices that are classified under them. The reasons for adopting 
TM as the preferred term have been provided.
The concept of medical pluralism has been examined and attention has been 
drawn to pluralism between types of medicine and pluralism within a particular
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type of medicine. A relatively broader definition derived from Cant and Sharma’s 
(1999) description and characterisation of medical pluralism was introduced and 
has been adopted as the preferred definition throughout the thesis. The outline 
of the thesis follows this section.
1.7 Outline of thesis
Chapter two discusses the introduction and development of WSM in Ghana, 
and the evolution of TM since the introduction of WSM in the country, to provide 
both the background and the context within which Ghanaians, particularly rural 
Ghanaians, make their choices between the two types of medicines. It focuses 
on the role the Ghanaian state has played in both the suppression and 
promotion of TM since WSM was introduced into the country and the policy 
developments that ensued, culminating in the Traditional Medicine Practice Act, 
2000 - ACT 575, that gave TM legal recognition in the country since it was 
banned in the 1920s.
Chapter three examines the literature on the reasons why people choose TM or 
WSM to identify explanations that have been advanced to account for people’s 
choices and the focus of each explanation. Key studies that focus on choice- 
making between WSM and TM in Ghana are examined in detail to identify 
factors and explanations that have been postulated to account for people’s 
choices. Also, other relevant studies conducted in Africa are examined for 
similar reasons. Kroeger’s (1983) categorisation of the various factors that 
influence people’s choice-making between types of medicine is used as a guide 
to isolate three distinct groups of factors that are expected to influence choice 
between TM and WSM. The types of explanations that have been developed 
around these factors are introduced, but examined in chapter four.
Chapter four examines explanations grouped under ‘type of illness’ and ‘patient 
characteristics’ as main determinants of choice of TM versus WSM. Under ‘type 
of illness’ there are four main explanations: ‘folk dichotomy’; ‘efficacy testing’; 
‘acute versus chronic illness’; and ‘shotgun therapy’. Under ‘patient 
characteristics’ two main explanations: the ‘acculturation’ and the ‘relative 
wealth explanation’ are examined. The purpose of chapter four is to identify the
20
strengths and weaknesses of the various explanations and to assess their 
plausibility and for those that have been empirically tested, to assess their 
consistency and applicability. Gaps are identified to help the formulation of the 
hypotheses of this research.
Chapter five considers the methodology used in the research, beginning with 
the aims of the research and the research questions. It proceeds to provide a 
summary of the choice of research method and the rationale for adopting a 
quantitative approach, specifically a cross-sectional analytic survey in a 
developing country. Also, the pre-pilot visit to the field site and pilot of the study 
are outlined. The sampling and sample selection are discussed. Other issues 
covered in the chapter are related to data collection and include questionnaire 
design, ethical considerations, recruitment and training of interviewers, access 
to fieldwork site and respondents, and method of data collection for the 2004 
Choice of Type of Medicine Survey (CTMS - 2004).
Chapter six discusses the concepts of reliability and validity and shows how 
they were addressed in this research. The chapter clarifies the use of the 
terminology, independent and dependent variables and introduces the key 
independent and dependent variables upon which the thesis is based. The 
appropriateness of the data generated by the 2004 Choice of Type of Medicine 
Survey (CTMS - 2004) is assessed. Finally, the demographic, socio-economic 
and beliefs characteristics of the respondents to the CTMS - 2004) are 
discussed. The construction of the beliefs scales used in the thesis is outlined. 
An understanding of the background characteristics of respondents helps to put 
the findings into perspective. The characteristics of respondents are described 
in terms of the key variables of age, sex, marital status, family size, educational 
level, income group, possession index, residence, general beliefs, beliefs of 
illness causation and perception of medicine.
Chapter seven examines the three key dependent variables of the thesis, 
namely the normative use of WSM, actual use of WSM and the use of WSM as 
a first choice. It presents tabular analysis of the relationships between them and
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each of the independent variables within the demographic and socio-economic 
blocks.
Chapter eight presents tabular analysis of the relationships between the three 
dependent variables and the beliefs variables. Chapters eight and seven serve 
as a prelude to the logistic regression models presented in chapter nine.
Chapter nine introduces logistic regression, provides the rationale for using it as 
an analytic technique and a brief description of it. The description focuses on 
how to assess a logistic regression model as a whole, the contribution of 
individual explanatory variables to a model and the interpretation of the 
coefficients. Then three logistic regression models developed around the three 
key dependent variables and their interpretations are presented.
In chapter ten, the theoretical discussions in chapters 3 and 4 are integrated 
with the empirical findings which emerged from the analysis in chapters 6 
through to 9. The chapter provides a summary of the key findings of the 
analysis and introduces a new model informed by the findings, and compares 
the new model with the one proposed in chapter 5.
Chapter eleven, summarises the materials covered in the thesis, specifies the 
theoretical gaps revealed in the literature review chapters and restates the aims 
and conclusions of the thesis. The chapter also clearly spells out the 
contribution of the research to the existing body of knowledge. Issues related to 
choice making between WSM and TM that were less clear before undertaking 
the research, but which are now better understood, are discussed. In addition, 
implications of the findings are highlighted, the strengths and weaknesses of the 
approaches used in the thesis are outlined and improvements suggested. The 
chapter ends with an outline of a road map for future research.
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Chapter Two
Western Style Medicine (WSM) and Traditional Medicine (TM) in Ghana:
Context of Medical Pluralism
2.0 Introduction
This chapter discusses the introduction of WSM into Ghana and the evolution of 
TM since the introduction of WSM in the country. It begins with the reasons for 
the introduction and establishment of hospitals in specific towns and proceeds 
to provide information on the current state of WSM and its infrastructure in 
Ghana. Then the evolution of TM, since the introduction of WSM in the country, 
is discussed. The discussion provides insight into the context within which 
Ghanaians choose between these two types of medicine.
2.1 The Introduction and development of WSM in Ghana
The discussion of the introduction of WSM in Ghana does not follow the point of 
view which has been described as ‘biomedical imperialism’. This has been 
characterised as the forced imposition of WSM on the peoples of the countries 
the Western powers colonised, as part of the Western political and economic 
imperialism, which ruled different parts of the world including Africa (Cocks and 
Dold 2000). It concentrates on the establishment of hospitals in the country, 
because the hospital represents the main part of WSM provision in Ghana, and 
is generally described as the stronghold of biomedicine (Bierlich 2000).
The introduction of WSM in Ghana, not surprisingly, coincided with the period 
when Britain began to take full political and administrative control of the Gold 
Coast after the Sagranti War in 1874. The Sagranti War was a war between the 
British and the Asantis (a tribe in southern Ghana). Though the British had 
established some control over the key coastal towns earlier, not until the 
Ashant-hene (King of the Ashantis), some of his family members, Ashanti 
paramount chiefs and village chiefs were taken prisoners in 1896 and later sent 
into exile, were the British able to take full control of the country in 1902 
(Owoahene-Acheampong 1998, Addae 1996).
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According to Addae (1996) the main reasons for the introduction of biomedicine 
in Ghana were twofold, and were solely for the benefit of Europeans living in the 
country. First, the European population in Ghana began to increase when 
Britain assumed full administrative control of the colony. The European 
population in Ghana increased about six-fold from the late 1880s to the late 
1890s and early 1900’s and continued to rise thereafter. A population of less 
than a 1000 in the early 1900s rose to around 6500 by the early 1950s. The 
increase in the European population was due to the expanding administration of 
the country, expanding trade, commerce, business and missionary activities 
(Addae 1996).
The second reason for the need for effective WSM hospitals was underlined by 
the then high mortality rate among Europeans living in Ghana. Addae (1996: 
46) wrote
“European mortality was horrendously high, particularly prior to 1900.”
The mortality rate among Europeans, per thousand, increased from 31.2 in
1893 to 66.9 in 1895, and even after 1900:
“In a serious outbreak of yellow fever in 1910 at Sekondi ... nine out of ten 
Europeans who contracted it died.” (Addae 1996: 34)
The alarming death rate of Europeans in Ghana prompted a House of 
Commons statement by the then Secretary of State, Joseph Chamberlain that:
“Ghana was a colony where every European carried his life in his hands” (Addea 
1996: 25) [and earned Ghana the unenviable title,] “the white man’s grave.” (Addae 
1996: 37)
It was in an effort to address the alarming death rate among Europeans living in
Ghana that biomedical hospitals were established in the country. Thus, curative
aspects of biomedicine and public health according to the medical logic of
treatment and prevention of illness as applied in Britain or Europe, was
introduced to address the then high morbidity and mortality rates of Europeans
in the colony. One could argue that the ‘hospital’, in Ghana, is synonymous with
WSM and agree with Bierlich (2000: 706) when he writes:
"... Today (1990s) the “basic health unit” is the hospital and it and related 
biomedical health services, remain concentrated in urban and towns, primarily in 
southern Ghana.”
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If one follows Bierlich’s (2000) assertion that the hospital is the basic health unit, 
then the development of hospitals across the country symbolized the 
introduction of WSM in the country. Therefore, subsequent discussions will 
focus on the development of hospitals in the country.
The first WSM hospitals in Ghana were established for the British Army 
garrisons and the civil officials of the British administration. By 1878 there were 
five hospitals located in the coastal towns of Discove, Axim, Cape Coast, 
Anumabu and Accra. The West Africa Medical Service of the British Army 
(WAMS) was established in 1902 and covered these five hospitals. When it 
became necessary to establish civilian medical services, the army medical 
services were converted into civilian ones. Although these hospitals were 
primarily to care for Europeans, Addae (1996) notes that there was evidence to 
suggest that the army hospitals allowed some degree of private practice to the 
indigenous Africans.
What was referred to as a hospital, in the early days of the development of 
WSM in Ghana, needs clarification. Reference to hospitals meant one of three 
categories: a hospital plus a dispensary; a dispensary; and simply an outstation. 
It has to be added that any of these could be either upgraded or downgraded or 
closed down completely, depending on prevailing circumstances. The criteria 
for doing that were the same for locating hospitals in specified towns in the first 
place, and included the size of European settlement, the economic or political 
importance of a town, and missionary activities. There were 23 government 
hospitals and dispensaries across the country by 1912 (Addea 1996). In relation 
to the size of European population, Addae notes:
“The importance of a centre with a hospital bore direct proportionality to the size of
its European population and hence the degree of sophistication of health facilities.”
(Addae 1996: 49)
The town of Anomabo had a colonial military hospital as early as 1850, as part 
of the European settlement around Fort William. Accra and Cape Coast had 
political importance, the former replaced the latter as the capital of Ghana and 
as such both had a hospital very early. Akuse, Takwa and Obuasi were 
important new mining towns so they had hospitals or health facilities. Axim and
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later Takoride which overtook it as the main seaport of the country and Kumasi, 
the main interior town at the heart of the cocoa and timber production, with a 
railway link, had hospitals. Gambaga had a hospital to serve the Northern 
territories, present day Northern and Upper regions. Atebubu, Odumasi, 
Mampong and Nkoranza had outposts by 1906. Kintampo, Salaga, Wa, and 
Yeji had what has been described as ‘primitive hospital’ (Addae 1996). By 1927 
to 1928, there were 39 government hospitals or health facilities in the country 
(Owoahene-Acheampong 1998).
World War II facilitated the development of hospital-based WSM in Ghana. 
When France fell in 1940, as part of the defence of the British West African 
colonies, the commander of the British army in West Africa, requested the War 
Office to provide resources to upgrade existing hospitals or establish new ones 
in West Africa, including Ghana, to cater for the anticipated war casualties 
(Addae 1996). This led to the establishment of the 37th General Hospital of the 
British Army in Accra, which was later renamed and is known today as the 37 
Military Hospital, and the 52nd General Hospital of the British Army at Takoride. 
But the latter was later relocated to India to care for West African soldiers 
posted there. Also, the 31st West African Casualty Clearing station was 
established at Nugua beach, near Accra. After the war the status quo virtually 
remained until independence in 1957 (Addae 1996).
Following independence in 1957, hospitals or hospital facilities were established 
in all the regional and some district capitals. By 1963, there were 37 
government hospitals and 41 health facilities, 21 institutions for training nurses 
and 27 mission hospitals (Owoahene-Acheampong 1998). The standard of 
medical equipment and levels of staffing in these hospitals varied considerably. 
Hospitals in the south and in predominantly urban areas, were generally better 
equipped and staffed than those in the northern territories and rural areas of the 
country.
The series of military coups and military dictatorship governments which ensued 
in Ghana, led to economic decline or stagnation, at least between 1966 and 
1982. Cocoa production fell from an annual average of 425,000 tons in late
26
1960 to 158,000 tonnes in 1982/1983, gold production fell from 704,000 ounces 
in 1970 to about 280,000 ounces 1983, logs and timber production fell from 
1.13 million cubic metres in 1978 to 410,000 cubic metres in 1982, 
manufacturing production capacity as the share of the GDP declined from 14 
percent in 1970 to 3.4 percent in 1983 (Bank of Ghana 1995). These dismal 
figures were similar across the key sectors. In 1983 measures were taken to 
stabilise the situation with modest success. Since then there has been some 
real GDP growth averaging about 5.0 per cent a year from 1983 to 1994 (Bank 
of Ghana 1995). This growth has continued up to today.
Until the restoration of political stability following the second coup of J.J. 
Rawlings in 1981, when the Ghanaian economy stabilised and economic growth 
resumed, the conditions in Ghanaian Health Services were nothing better than 
appalling. Not only were the few medically trained doctors and nurses of the 
country migrating to North America, Europe and the Middle East in search of 
better working conditions, but the governments, almost always chronically short 
of foreign exchange, were unable to import basic hospital equipment and drugs 
(Twumasi 1975, Kunfaa 1996, Addae 1996).
There has been a problem of migrating trained Ghanaian health professionals 
resulting in worsening doctor patient ratios. World Bank figures showed that in 
1965 there was one physician to every 13,740 patients in Ghana, but the ratio 
increased to one to 20,460 in 1989 (Kunfaa 1996). The Ghana Ministry of 
Health reported that although the Medical and Dental Council had no system for 
capturing data on its members who leave the country, anecdotal evidence 
suggested that at least 40 percent of all the entire graduating medical students 
leave the country. Also the Ghanaian Nurses and Midwives Council reported 
loosing 2.6 percent of the nurses on its register in 1999 (Ministry of Health 
2001). “Almost half of all pharmacists ever produced in Ghana have emigrated 
abroad” (Kunfaa (1996: 64). The Ministry estimated that there was an overall 15 
percent shortage of staff across the health sector and that the trend was on the 
increase. In 1996, the Ghanaian health sector was short of 233 medical doctors, 
529 nurses, 51 dentists, 141 pharmacies, with the situations, worse in the rural 
areas than the urban centres (Ministry of Health 2001).
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Central government is the main financier of health service in Ghana. The 
provision of WSM, particularly hospital treatment, was virtually free at the point 
of delivery from independence until the mid-1980s. This was manageable for 
the immediate post independent government for two reasons. First, the 
economy of the first post independent government relative to successive 
governments was healthier. Second, although there were fewer hospitals and 
health facilities in the country the population was low so utilisation of hospital 
treatment was also low. However, shortly after independence, the economy 
began to deteriorate and there was no major expansion in the health service 
infrastructure, but the population grew and the demand for hospital treatment 
increased. This put pressure on the health service provision.
In a military take-over broadcast to the nation in 1979, the coup leader, J.J. 
Rawlings exploited the state of Ghanaian Health Service, epitomised by the 
appalling conditions in the hospitals at the time, as one of the many reasons he 
enumerated to justify the coup and blamed the overthrown government, that:
“They have turned our hospitals into graveyards and our clinics into death transit- 
camps where men, women, and children die daily because of lack of drugs and 
basic equipment.” (Ziorklui 1988: 316)
Policies that were initiated to address the problem included the introduction of 
user charges in 1985. It was hoped that the revenue generated would be used 
to provide incentives for health care professionals and to maintain health 
facilities and that the government would be able to use part of the resources 
freed up to expand health service infrastructure to improve geographical 
access. Other policies that were introduced included the community health 
financing scheme based on revolving drug fund model, known as the Bamako 
Initiative, the introduction of health insurance and initiatives aimed at tackling 
the ever migrating health care professionals (Kunfaa 1996).
In relation to expanding the health service infrastructure to improve 
geographical access, as at 1990 the total hospital bed capacity was about 
18,300 with 13,400 in the public sector and 4,900 in mission facilities (Addae 
1996). By the year 2000, there were two teaching hospitals, Kurle Bu in Accra
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and Komfo Anokye in Kumasi, 8 regional and 91 district hospitals for 110 
districts, 124 other hospitals, 9 urban clinics, 558 health centres, 1085 clinics, 
320 Maternity Homes, 800 Pharmacy Shops and 4,000 Chemical Shops in the 
country (Ministry of Health 2001). There were no figures for Traditional Birth 
Attendants (TBA), and Traditional Practitioners, Village Health Workers or 
Community Based Distributors (Ministry of Health 2001). The district where this 
research took place has a district hospital and 10 clinics or health posts. Apart 
from the Asaam and Kwamang clinics, the other clinics or health posts are just 
by name because they have no qualified staff to man them and the equipment 
in them is next to nothing.
According to the Ghanaian measure of physical access (defined by the 
Ghanaian Ministry of Health as living 30 minutes or 8.5 kilometres away from a 
WSM health facility) to primary health care (Ministry of Health 2001, Ghana 
Human Development Report 2002), until 1989 only 40 percent of the Ghanaian 
population had access to primary health care. However, today, the construction 
of additional health centres initiated in late 1980s has improved physical access 
to primary health to 60 percent of Ghanaians.
As part of the effort to address the high cost of health care to the central 
government, which successive administrations had found difficult to address, 
the government of Ghana phenomenally increased user charges at all health 
facilities in the mid-1980s. The government aimed to recoup about 15 percent 
of all the health care cost at the time without unnecessarily preventing the very 
poor from using the service. The cost recovery as a percentage of recurrent 
expenditure increased from 5.2 percent in 1985 to 8.0 percent in 1986 and 
peaked at 12.4 percent in 1987, but began to fall thereafter, to 9.9 percent in 
1988, 7.3 percent in 1989 and 6.1 percent in 1990 (Ministry of Health 1991, 
cited in Kunfaa 1996). Kunfaa noted that the reasons for the poor performance 
included poor administration of the system, the low fees (which meant no 
reasonable revenue could be raised from them on the one hand, and the poor, 
for whose sake the fees were set low, could not afford payments on the other 
hand) and the deterring nature of charges to the patients.
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The Bamako initiative was launched in 1988 and aimed to rejuvenate the public 
health sector by strengthening district management and allowing the community 
to have some involvement in dispensing the resource it spent on health care. 
The assumption was that poor households were willing to pay for high quality 
and more reliable services. Under the system the community was expected to 
pay a token charge for out patient care and drugs at their local unit. Part of the 
expected revenue was to be retained in the local health unit and to be managed 
by a locally elected health committee. Part of the revenue was to be reinvested 
in drugs procurement, as incentive payments for health workers and the 
maintenance of the units (Kunfaa 1996). All these were part of ensuring 
geographical access, but the question of access has at least two key 
dimensions to it - physical access and affordability. The Bamako Initiative was 
more concerned with physical access and building the faith of the community in 
the use of WSM.
Although there are reports, which suggest user charges increase access to
WSM (Akashi et al. 2004, Signh 2003), there are many other studies which
have identified it as a major deterrent to the use of modern health services by
the poor in developing countries (Jacob and Price 2004, Meuwissen 2002,
Witter 2005, Bowman et al. 2002).
“User fees for such items as consultations, investigations, hospitalisation and 
medication, prevalent in almost all low-income countries, are one potential barrier 
to care.” (Xu et al. 2006)
This was not different in Ghana. In a comment about the impact of user fees on 
access to modern health care in Ghana, Kunfaa (1996: 71) remarked:
“It is not the intention here to analyse the impact of user charges on patients and 
therefore on health status of the country, but perhaps to mention the most serious 
impact that user charges have, especially on the rural population, is the deterrent 
role user charges play.”
It was noted that most people who could not afford payment for the use of WSM 
were either purchasing medication without professional advice, leading to 
inappropriate treatment and contributing to drug resistance (Asenso-Okyere et 
al. 1998) or turning completely to an obsolete alternative they would not have 
used if they could afford WSM (Tsey 1997).
“Cost recovery, i.e. paying for some of the services is having negative impact on 
many rural people and the urban poor. The inability to pay for health care has
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resulted in many people resorting to traditional healers and medical quacks with 
untold consequences. In a rural region like the Upper West cash is hard to come 
by as more than 80 percent of the people live on subsistence economy. To people 
like these cost recovery is keeping a lot of them away from modern health care.
For them health care providers ought to devise flexible mechanisms to 
accommodate their precarious financial situation.” (Kunfaa 1996: 75)
For example, the Ghana Human Development Report noted that there was not 
much change either in the number of people treated in hospitals nor the number 
of patients treated as hospital admissions between 1996 and 1998 (Ghana 
Human Development Report 2002, Ghana Ministry of Health 2001).
The deterring impact of user fees on the use of WSM (Kunfaa 1996, Tsey 1997, 
Asenso-Okyere et al. 1998) or the catastrophic consequence on families who 
desperately use it, when ill and pay the fees, have been recognised by even its 
key proponents, the World Bank and the US government (McIntyre et al. 2006):
“Out -of-pocket payments for health services - especially hospital care - can make 
the difference between a household being poor or not.” (Claeson et al. 2001 cited 
in McIntyre et al. 2006: 859)
The state of the Ghanaian health service today relative to the pre 1980s and 
post 1990s may be far better and there is a relative expansion in health 
infrastructure both in the public and private sectors, but that does not hide the 
woefully inadequacy of WSM and its associated accessibility problems in the 
country, particularly in rural areas. Not only are the health service facilities 
inadequate for the 18 million population, they are poorly equipped, staffed and 
maintained.
Rawlings' description of the state the Ghanaian health service above, could be
expected from a coup leader who seized political power by force and needed to
say something to convince the public of the poor state of affairs, to justify his
usurpation of political power. However, over two decades later, an academic
studying health in Ghana remarked:
“Many people do not have access to modern health facilities, even where hospitals, 
clinics and health posts are available they are often without medical supplies, 
equipment, proper sanitation, and the rest.” (Owoahene-Acheampong 1998: 151)
“People who go to hospitals have to buy the cards on which their histories will be 
taken, those who go in for surgery have to buy their own materials such as
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intravenous infusion, cotton wool, bandages, gloves for the doctor(s) and nurses, 
adhesive dressings, gauze etc.” (Owoahene-Acheampong 1998: 152)
Consequently, when the international community changed tack and began to 
promote health care financing through insurance as a means of addressing the 
health care needs of low-income developing countries, Ghana joined in. The 
general problems associated with health care financing through insurance is 
well documented (Le Grand 1990), but there are peculiar problems associated 
with health insurance in low-income countries. These problems include the 
small size of the formal sector, administrative difficulties of involving the informal 
sector and, importantly, the affordability issue, which is the primary factor in 
deterring a vast majority of the population from using WSM (Kunfaa 1996). 
Despite these problems Ghana opted for an insurance system, specifically a 
social protection form of insurance, defined as follow:
“The larger framework for social protection includes collective measures that 
contribute to health protection of the poor. In an even wider context, social 
protection encompasses all interventions that attend to both health status 
improvement and poverty reduction. ... The way to achieve this is likely to be a 
combination of improved performance of statutory social health insurance and its 
extension to those types of workers of the informal economy that work in 
connexion with the formal sector, community health insurance of the majority of the 
population of the informal economy, and targeted cash transfers to pay for health 
care for the core poor.” (Wealkens et al. 2005: 24)
The Ghanaian government launched its National Health Insurance Scheme
(NHIS) in March 2004.
“It is designed as a district based system that combines the National Workers’
Social Security Scheme and covers 850,000 people in the formal sector, private 
commercial insurance and mutual health insurance schemes.” (Weakens et al.
2005: 24)
The scheme aimed to cover about 50 percent of the whole population by 2008. 
The formal sector workers do contribute (2.5) percent of their gross wages as 
premiums toward the NHIS and this is deducted at source. The informal sector 
participants are divided into six bands (a-f) according to the amount of 
contribution required from individuals within a band. Band one makes the 
highest contribution and six the lowest. The annual subscription in cedis 
(Ghanaian currency the current pound equivalent is 17,000 cedis to 1 pound) is 
currently set at 480,000 and 100,000 for the highest and lowest premium bands 
respectively. Bands b, c, d, and e pay 350,000, 250,000, 180,000 and 120,000 
premiums respectively. The current premiums are more than triple their 2004
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value. The sharp increases in the premiums within two years of the launch of 
the NHIS may not help to entice more of the poor to subscribe, but may rather 
repel them. The criterion for allocating an individual into an appropriate band is 
difficult to grasp. This is however left to the judgement of the local NHIS staff. 
The criteria includes whether an individual employs others, is self-employed, 
owns a car, does casual work, is an apprentice, a student under 18, or an old 
person aged 70 years or more. Subscription covers only the registered 
individual and his or her children (below 18 years), but not a spouse. Table 2.1 
presents the premiums for the years 2004 - 2005 and 2006. Note the rise in the 
premiums.
Table 2.1
NHIS Annual premiums
Financial
Category
2004 - 2005 
Premiums in 
cedis
2006
Premiums in cedis
A 150,000 480,000
B 120,000 350,000
C 80,000 250,000
D 60,000 180,000
E 40,000 120,000
F 0 100,000
One pound (£1.00) = Seventeen thousand cedis (17,000.00 cedis)
Source: Extracted from NHIS, Sekyere West facilitators’ manual 2006
The individual employee is expected to register with his or her local NHIS 
representative who would issue him or her with a photo registration card. The 
remaining administrative work is left to the bureaucrats. When a registered 
individual falls ill, attend hospital or a designated health facility and presents the 
card that individual is treated and offered the required medication. If the 
prescribed medication is not available at the particular treatment centre the 
prescription can be got at a designated chemist or pharmacy shop on 
presentation of a prescription note issued at the treatment centre. The 
designated chemist and pharmacy shops deal with the local NHIS 
administrators for the payment arrangements. The scheme does not cover 
serious treatments such as heart or kidney transplants and health care cost in 
excess of 15million cedis.
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It was noted that the target coverage was too ambitious. Therefore, the slow 
subscription rate, observed shortly after the launch of the NHIS, became a 
concern for the government who called on the mass media to educate the 
population on the importance of subscribing to the scheme (Gobah 2005, see 
pagelO above). It is too early to evaluate the impact of the scheme on the use 
of WSM by the poor, who could not afford out of pocket payment during the 
user fees era and therefore avoided its use. Evidence from other countries is 
not clear.
There are contradictory reports from countries that introduced this form of
insurance, aimed to cover the poor, earlier than Ghana. Some of the studies,
which have evaluated the impact of social protection form of insurance in low-
income developing countries, have reported that such schemes do improve
access to WSM for the insured. They argue that there is evidence to suggest
that the insured have a greater chance to receive and take a complete
treatment course (Jutting 2004, Oriel and Waelkens 2003). Also, they point out
that there is evidence to suggest that people in these countries are favourable
to the concept of health insurance (Cohen et al. 2003) and that those who have
not yet subscribed, are willing to do so and ask for it (Cohen and Sebstad
2003). Further, they suggest that there is a growth of a number of new initiatives
and new membership (Bunnett 2004, Fouteneu 2003 cited in Waelkens et al.
2005), and there are reports that the schemes give a voice to the poor in the
management of their health insurance schemes (Chee et al. 2002 cited in
Waelkens et al. 2005). Other studies contend on the grounds that the schemes
are just different payment arrangements for those who can afford. They do
nothing to the chances of poor people’s financial access to WSM (Wood 2003,
Gilson et al. 2000).
“Health insurance, may avoid people moving into poverty, but will do little to move 
the chronically poor out of the poverty trap. The poorest need a comprehensive 
social protection policy, including programmes that ensure free access.” (Wealkens 
et al. 2005: 15)
"Health insurance is only an option for the ‘better off poor’ that are able to pay the 
insurance premiums. The very poor households need other approaches. The 
worse off should benefit from targeted social assistance programmes that provide
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free access to health care and that address the social aspects of poverty and 
exclusion.” (Waelkens et al. 2005:23)
Against this background about WSM it is not surprising that TM, discussed 
below, is patronised by a significant number of the population.
2.2 The evolution of TM in Ghana since the introduction of WSM
Before the introduction of WSM in Ghana in the 1870s (Addae 1996), 
Ghanaians depended solely on TM (Fink 1989, Twumasi 1981). Since the 
introduction of WSM into Ghana, TM has gone through difficult times ranging 
from an initial total ban by the European administration in 1925 to sustained 
negative campaigns by post independence governments on its weaknesses 
(Fosu 1995, Owoahene-Acheampong 1998, Twumasi 1981). However, there 
were occasional periods during which TM had some sympathetic hearing in 
political circles (Senah et al. 2001).
Four themes can be identified in relation to the evolution of TM in Ghana since 
the introduction of WSM into the country. These themes relate to the role of the 
state, Christian activities, the formal education system and the attitude of 
Ghanaians towards TM (Owoahene-Acheampong 1998, Fink 1989, Twumasi 
1981). The theme of interest here is the role of the state. Therefore, the 
subsequent discussion mainly focuses on the role the state has played, and 
continues to play, in the suppression or promotion of TM in Ghana.
WSM arrived in Ghana as early as the first Europeans set foot in the country but 
was reserved for the use of Europeans for a considerable period of time (Addae 
1992), as discussed in section 2.1. To promote the prevention of disease, 
Europeans were physically separated from the indigenous people as a means 
of controlling or reducing the spread of infectious disease from Africans to 
Europeans. This policy has been described as “ ... medical apartheid” (Senah et 
al. 2001: 7). However, in realisation that the health of Europeans in Africa, to 
some extent, depended on the health of their African host, not least in the 
control of infectious diseases, health measures were taken which covered the 
indigenous people to improve the environment and sanitation. This marked the 
point when WSM was incrementally extended to the Ghanaians. Owoahene-
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Acheampong (1998) has described the period when WSM became an option of
medicine alongside TM in the country thus:
“ The introduction of Western Medical practices into traditional life of Ghanaians 
inevitably involved new sets of ideas, interests, concepts and medical theories 
which opposed traditional medical concepts and practices.” (Owoahene- 
Acheampong 1998: 22)
However, to change people’s cultural beliefs, particularly concepts of health and
illness formulated over the years and passed on from generation to generation,
was not going to be an easy task to be completed within a few years. Quite a
period after the introduction of WSM in Ghana:
“It became apparent that the transfer of modern medical institutions and 
conceptions of life into developing countries did not enter a vacuum, as the 
European-centred point of view of the 1960s believed, but encountered a more or 
less intact traditional health care.” (Fink 1989: 19)
Therefore, to ensure that WSM gained root in the country, what could be 
described as two sets of strategies were pursued by the European 
administration. One set of strategy was the promotion of WSM through 
investment in WSM infrastructure (discussed in section 2.1). The other set of 
strategy included the use of work incentives, vaccination programmes and 
undermining of TM. These included laws, giving a freehand to Christian 
missionaries, who decried TM, and through the educational system (Fink 1989, 
Twumasi 1988, Owoahene-Acheampong 1998).
Every state has some power it can use to ensure a degree of conformity 
(Miiband 1969, Habermas 1976, Gough 1979). Specifically, when a government 
directs its attention to the promotion or suppression of any service, that 
particular service would undoubtedly feel the influence of the state.
To Ghanaians, WSM was a completely new method of mediating health and 
illness when it was introduced in the country. It was done in the context of the 
then changing political climate, alongside the introduction of new challenging 
Western values, attitudes, and a way of life packaged in the form of Christianity 
and formal secular education in the country (Twumasi 1975, Owoahene- 
Acheampong 1998). This made indigenous people perceive WSM, at best, with 
suspicion and at worst as part of a new phenomenon. This phenomenon was
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turning upside down general beliefs and beliefs about the causation and
treatment of illness in particular, which until then were considered traditional
certainties (Owoahene-Acheampong 1998). This led to a conflict between the
traditional medical system and the newly introduced WSM. Senah (1995) has
observed that the introduction of WSM:
"... In Ghana led to a direct conflict with the indigenous medical system, which was 
better known and was more attractive to the local people. The colonial 
administration thus devised ways of neutralising the influence of healers in order to 
promote the acceptance of the new colonial medical system." (P. 113)
Laws that were passed to suppress TM included the Native Custom Regulation 
Ordinance of 1878 (Twumasi 1975, Addae 1996, Senah et al., 2001). It was 
passed to prohibit many customary practices, which were deemed sensitive or 
offensive to Europeans. It also proscribed the activities of TM practitioners. 
Also, at the opening of the first national civilian hospital at Korle-Bu, in Accra in 
1925, the then Governor banned the practice of TM in and around the vicinity of 
Accra (Fosu 1995). Owoahene-Acheampong (1998: 138) writes:
“Traditional medicine was banned in and around urban centres by the colonial 
administration.”
Further, faced with the difficulty of getting indigenous people to use WSM, 
desperate governments, at least, tacitly endorsed the use of coercion and 
officers in the field overtly used physical force in mass vaccinations (Bierlich 
2000).
Africans employed by the colonial administration were virtually coerced into 
using WSM. It was only the WSM doctor who could certify people as sick and 
issue them with a sickness absence certificate, thus making the choice of using 
TM unattractive to government employees and educated people, who could 
make informed decisions as to which type of medicine to choose (Addae 1996, 
Twumasi 1988). Meanwhile, educated Ghanaians are looked upon in their 
communities as role models and opinion leaders, roles which were more potent 
in pre- and immediate post-independence periods than today.
The formal education system, through the teaching of basic biology, anatomy, 
and the link between poor hygiene and diseases, began to provide, at least for 
those who pass through the education system, a new understanding of the
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causation of illness and consequently its treatment. Vaccination programmes
were easily executed in schools and schools were also key targets for mass
health promotions. Christian missionaries are credited with establishing most of
the early schools in Ghana. Both in the missionary schools and outside them,
the missionaries used the scientific basis of WSM, which separates natural from
supernatural, to castigate TM practices as pagan practices (Twumasi 1975,
Owoahene-Acheampong 1998). The Christian faith was wrapped around
Western European culture and ethical values and propagated in the country.
New converts to the Christian faith were obliged to shun most cultural practices
including those associated with TM, due to the fact that most traditional healers
were often practitioners of African traditional religion, who employed similar
rituals in both healing and worship (Twumasi 1975, Owoahene-Acheampong
1998). Drawing on the separate works of Lambo (1977) and Bonsi (1992),
Owoahene-Acheampong notes:
"In the field of therapy, they [Christian missionaries] branded the Herbalists as 
witch doctors and their methods of healing as rural, unscientific and unhygienic...
The missions exerted an influence through education and sought change in both 
spiritual and material values of the indigenous people. ... The traditional beliefs, 
and values were assailed by the educational aims and ethical views of the Bible. 
Fellowship in the Christian faith demanded complete conformity to the Christian 
doctrine. This involved a rejection of traditional beliefs, rituals, and other non- 
Christian observances which form an essential part of traditional medicine.” 
(Owoahene-Acheampong 1998: 27)
The introduction of WSM into Ghana met local resistance. This resistance was 
not only partly because WSM was seen as an aspect of colonialism, but also 
because of the way the Governments did whatever they could to promote WSM 
but discouraged the use of TM. Despite the laws, as part of the resistance to the 
colonial rule, two associations were formed in relation to TM. They were the 
Society of African Herbalists, formed in 1930 and based in Sekondi, and the Ga 
Medical Association formed in 1950 and based in Accra. Though these 
associations directly contravened national laws, nothing was done to the 
founders and the members, except that the associations were denied legal 
recognition (Senah et al. 2001).
The suppression of TM by the state and through the activities of the Christian 
missionaries and the formal education sector continued until independence. The 
persistence yielded results, up until independence in 1957:
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“Indigenous healing had been effectively subordinated to allopathic [WSM] practice 
basically because of the political, economic dominance of the West, the healing 
power of allopathic and the uncritical and wholesale subscription of western ideas, 
especially by the educated [Africans].” (Senah et al. 2001: 8)
The actions did not mean a total disappearance of TM. Although TM was 
formally banned, the ban could be enforced only in the towns and cities, but 
even there, TM practitioners operated underground. Senah et al. (2001) citing 
Acquah (1958) claimed that there were no less than 274 healers defiantly 
operating in Accra around the time of independence.
Fink (1989) has commented on the huge social changes that have taken place 
in Ghana since the beginning of the 20th Century. In her comments, Fink notes 
that due to the spread of Christianity, industrialisation, and the introduction of 
the formal education system and urbanisation:
"... Traditional medicine as a social system was ... pushed aside ... and 
disappeared from the consciousness of health planners.” (Fink 1089: 15-16)
By the time of independence in 1957 WSM, which was introduced into Ghana in 
the 1870s (Addae 1996), had successfully encroached on the position of TM as 
the only method of mediating health and illness in the country.
“During the spreading of modern medicine in the Dormaa district [in Ghana] the 
position of the traditional healers and the prestige enjoyed by them, especially 
among Christians, has undoubtedly been weakened -  as everywhere in Ghana.”
(Fink 1989: 322)
TM’s new rival had advantages over it on all fronts. WSM had scored 
impressive results in vaccination campaigns and some from fast acting drugs 
and procedures (Addae-Mensah 1992, Bierlich 2000). Other advantages over 
TM included support from the state, formal propagation of Western concepts of 
causation and treatment of illness through formal state policies, and the formal 
education system. Perhaps the only area in which TM had advantage over 
WSM was in the basis of the use of TM. The basis of the use of TM by 
Ghanaians was rooted in their culture, general beliefs and beliefs about the 
causation and treatment of illness, which they shared (Owoahene-Acheampong 
1998).
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Ghanaians preferred what they were familiar with. There was a mutual 
understanding between the indigenous traditional healers and their patients 
because that was always based on “shared knowledge and assumptions” 
(Kroeger’s 1983: 152) In addition, they preferred what was accessible to them, 
in terms of distance and finance, as well as being able to relate to the service 
providers (Twumasi 1975, Senah et al. 2001).
In contrast, the basis of WSM is rooted in Western culture, with values and 
conceptions of health and illness, and conceptions of causes and treatment of 
illness, which are alien to Ghanaians (Owoahene-Acheampong 1998). In 
addition, the provision of WSM is thinly spread throughout the country, mainly in 
the major cities and towns in the south (Kunfaa 1996). The staffing, equipment, 
and general accessories to provide standard WSM are all poor (Twumasi 1988). 
Also, the bureaucratic procedures that patients have to go through in order to 
be attended to, combined with the long distances people have to travel in order 
to access WSM, generally puts them off (Fink 1989, Kunfaa 1996, Evans-Anfom 
1986). Also, the negative attitude of WSM professionals towards their illiterate 
and rural clients leaves people who use the WSM services with a bad taste and 
unwillingness to reuse their services. Senah et al (2001: 7) note, that:
“The new medical dispensation did not enjoy popular acceptance in the initial
stages.”
According to Bierlich (2000), people neither wholly accepted WSM at its 
introduction into the country, nor do they wholly accept it at present. The formal 
ban of TM in Ghana in 1925 implicitly signalled the full adoption of WSM as the 
formal medium of health service provision in the country and was endorsed by 
the first post independence government. At the same time, the post 
independence government might have been surprised by people’s attitude 
towards WSM. The pervasive negative ideas about TM propagated, not least, 
by the Christian missionaries who superimposed their prime objective of 
winning converts to Christianity by taking trouble to distinguish the religious 
aspects of TM from its medicinal values, neither led to mass utilisation of WSM 
nor rejection of TM.
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The Christian missionaries successfully castigated anything associated with TM
as bad (Owoahene-Acheampong 1998). Also, the Western institutions, and the
relatively highly educated Africans with a comparable European lifestyle, viewed
TM in a negative way, at least in public. This fed into governments, which
became heavy handed on TM. Senah (1995: 110) writes:
“Ethnomedicine and its practitioners (EP) are cast in a negative light. They are 
viewed by most Westerners and the local elite, at least, publicly as the incarnation 
of a shameful legacy of paganism, barbarism and black magic, EPs in particular 
project an image of backward, primitive and heathen, whom local elites regard as a 
thing of the past.”
The formal state view of TM is illustrated in a description in official documents at
the time, which stated TM practitioners were:
"... Insincere jugumen living on the neurosis of their illiterate folk.” (Senah 1995:
113)
2.2.1 Ghana Psychic and Traditional Healing Association
However, the state’s view of TM was to change following independence in 
1957. The first Prime Minister of Ghana, Dr. Kwame Nkrumah, advocated for 
Africanism’ or ‘an African personality’ -  which meant the quest for an authentic 
African way of life. As part of advocating for an authentic African way of life, the 
Ghana Psychic & Traditional Healing Association (GPTHA) was formed in 1960 
to promote TM (Owoahene-Acheampong 1998, Senah et al. 200I). The first 
Prime Minister showed much interest in the association and provided it with 
political support but not legal recognition (Senah et al. 2001). The GPTHA 
conspicuously identified itself politically with Dr. Nkrumah’s government but 
lacked legal recognition. It was therefore, easily marginalized by the National 
Liberation Council (NLC), which overthrew Dr. Nkrumah’s government in 1966. 
However, subsequent internal squabbles which developed within the GPTHA 
and the divisions that ensued, were not helpful to its cause (Senah et al. 2001, 
Fink 1989, Twumasi 1988).
One characteristic of the political instability of post independent Ghana was that 
new governments often abandoned or ignored projects initiated by previous 
administrations. Hence, the modest gains towards the promotion of TM by 
Nkrumah’s government came to a standstill or regressed. By the time 
Nkrumah’s government was overthrown in 1966, TM practitioners required a
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licence to practice, although there was no legal stipulation for this (Senah et al.
2001). Nonetheless, Fink (1989) describes the process of obtaining a licence;
all that a prospective applicant for registration had to do was to get a
membership card from a traditional medicine association, and with the card go 
to a District Authority for the licence to be issued. Fink (1989) notes the lack of 
strict criteria for registration as a TM practitioner and writes:
"... there is neither a set of criteria nor are there instruments to test the 
knowledge of candidates.” (Fink 1989; 38)
2.2.2 TM courting scientific status and Legitimacy
The striving of TM to gain recognition and legitimacy had a breakthrough when 
Dr. Nkrumah’s government directed the establishment of the Faculty of 
Pharmacology at the University of Science and Technology (UST) in Kumasi to 
undertake research into traditional herbal medicine, and the National Institute 
and Research Centre at Nsawam to train people who were interested in 
traditional and herbal medicine. Later, the National Redemption Council (NRC), 
which overthrew the Progress Party government in 1972, established the 
Centre for Scientific Research into Plant Medicine at Akwapim by NRC Decree 
344 (Senah et al. 2001). This centre, later, was to play a crucial role in TM in 
Ghana, providing laboratory testing of indigenous plants for medicinal 
properties.
2.2.3 The Danfa project
Another project that started in 1964 during Nkrumah’s government is the Danfa 
Comprehensive Rural Health and Family Planning Project (Danfa project) 
(Senah et al. 2001). The Danfa project was a pilot project undertaken jointly by 
the Medical School of the University of Ghana (Legon) and the School of Public 
Health at the University of California. The main goal of the project was to assist 
in initiating and demonstrating a rural family health programme, which would 
help improve the health and welfare of the people in rural areas. Specific 
strategies devised to achieve the main goal included the training of doctors, 
sanitarians (people who taught basic hygiene to the public), midwives, 
community health nurses, and other health personnel both separately and in 
teams, specifically for their role for rural health work. Meanwhile, family planning
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was singled out for special attention and it was observed that rural areas 
depended almost entirely on Traditional Birth Attendants (TBAs). This was in 
line with the international campaign to train TBAs in the 1970s. Hence, 
traditional midwives were trained, for example, 263 in 1972 (Senah et al. 2001). 
A curious point about the Danfa project is that the training of the TBAs was only 
a part of the project, but perhaps because the four key components of 
Twumasi’s (1988) definition of TM includes TBAs and the project was carried 
out in a rural setting it is often presented as a wholly TM project.
2.2.4 Two TM initiatives in Bono Ahafo Region
Two TM related projects were initiated in the Bono Ahafo region. The first of 
these linked to the policy development of TM is the Brong Ahafo Rural 
Integrated Development Project (BARIDEP) or Kintampo Project. It was devised 
to help rural communities by involving them in their health care. Drawing on the 
Danfa Project's experience, Traditional Birth Attendants (TBAs) were trained. 
Again for similar reasons, i.e. the inclusion of TBAs, the project was identified 
with TM (Senah et al. 2001). The second project is the Primary Health Training 
for Indigenous Healers Project (PRHETIH) initiated by the Ministry of Health 
(MOH) and the Techiman Catholic Holy Family Hospital (CHFH) to train TM 
practitioners. There already existed a working relationship between the CHFH 
and the TM practitioners in the area, and the project aimed to formalise that 
informal relationship by encouraging the TM practitioners to modify their health 
beliefs and increase their skills (Senah et al. 2001).
2.2.5 TM development in the 1990s
There was no further major government policy initiative on TM until 1991 when
the Provisional National Defence Council (PNDC), a military government, which
later successfully changed itself into a civilian administration under the name
National Democratic Council (NDC), established a directorate for TM within the
Ministry of Health. The aim of the directorate was:
"... To promote research, development and rational use of traditional 
medicine products that are widely believed to be efficacious, safe and are of 
good quality.” (Senah et al. 2001: 15)
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The same authors quoted a Ministry of Health document, published in 1995, 
which indicated that the Traditional Medicine’s directorate’s:
“Main objective ... will be to integrate a safe and regulated traditional 
medical system into the national health system.” (Senah et al. 2001:15)
Also, section 24 of the Food and Drug Law 1992 addressed the production and 
distribution of herbal and homeopathic drugs in the country. Further, a national 
conference was convened on TM, which led to the development of a national 
policy framework on traditional medicine by experts in 1994 (Senah et al. 2001). 
A follow-up consensus-building symposium was held in 1995. This cumulative 
development led to the Traditional Medicine Practice Act, 2000 -  Act 575. 
Therefore, at long last there is a legal basis for TM in Ghana, but what does the 
Act mean?
2.2.6 Traditional medicine practice act, 2000 - ACT 575
The main purpose of Act 575 is:
“An Act to establish a Council to regulate the practice of traditional medicine, to 
register practitioners and licence practices, to regulate the preparation and sale of 
herbal medicines and to provide for related purposes.” (Ghana Government Printer 
2000: 3)
The Act has four main parts. Part one deals with the establishment and 
functions of the Traditional Medicine Practice Council (the Council). The main 
object of the Council is to “...promote control and regulate traditional medicine 
practice” (p.3). Part one also deals with the membership of the Council, tenure 
of office of members, meetings of the Council, establishment and appointment 
of committees, allowances of members of the council and regional and district 
offices of the council (Ghana Government Printer 2000).
Part two deals with the registration of TM practitioners, qualification for
registration, titles of practitioners and representation to the council. Article 9
under part two states:
“No person shall operate or own any premises as a practitioner or produce herbal 
medicine for sale unless he is registered in accordance with this Act. A person 
seeking full or temporary registration shall apply to the Registrar in such manner as 
the Council shall determine." (Ghana Government Printer 2000: 7)
Article 10 deals with qualification for registration and states:
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“Where the Council is satisfied that (a) an applicant has adequate proficiency in the 
practice of traditional medicine; and (b) the application has been endorsed by any 
two of the following -  (i) district chairman of the Association; (ii) the traditional ruler 
of the community; (iii) the District Co-ordinating Director it shall direct the Registrar 
to enter the applicant’s name in the register of practitioners and issue the applicant 
with a certificate of registration on the payment of the prescribed fee by the 
applicant.." (Ghana Government Printer 2000: 7)
Part three deals with licensing and renewal of license and part four deals with 
the staffing of the council, financing and miscellaneous issues. Item 35 under 
this part, stipulates the sources of money for the Council to discharge its 
functions. Four sources of funding are indicated, which include subvention 
approved by Parliament, fees and charges accruing to the Council in the 
performance of its functions under the Act, donations and grants (Ghana 
Government Printer 2000). What then is the current state of TM in Ghana?
There is neither current data on the number of TM practitioners nor the extent to 
which Ghanaians use TM. References are always made to WHO estimations 
dating as far back as 1970, various anecdotal estimations and the visible nature 
of TM Vendors in public places such as stations, until recently in public 
transport and the community at large. Kunfaa (1996: 64) commented, 
“Traditional medical practice is prolific and ubiquitous.” However, the 
Technology Transfer Centre (TTC) reported that as at 1990, there were 
between 60,000 to 80,000 TM practitioners, nationwide in Ghana providing 
medical care to about 60 to 70 percent of the population especially in the rural 
areas. They noted that from rudimentary statistics, the ratio of population to TM 
practitioners in relation to WSM physicians is roughly 1: 400 (TM practitioners) 
to 1: 12,000 (WSM physicians) (Technology Transfer Centre 1990).
2.3 Summary
This chapter has examined the introduction and development of WSM in 
Ghana. It has been shown that WSM was introduced in Ghana primarily for the 
benefit of Europeans in the country, but later, it was extended to Ghanaians. 
Thereafter, it was aggressively promoted through government laws, the formal 
education system, and Christian missionary activities. Post independence 
governments continued the promotion of WSM, but for reasons such as beliefs, 
accessibility and experience with WSM, there has not been a wholesale
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patronage of WSM by Ghanaians to date. The introduction of user fees in the 
mid-1980s did not help patronage and the impact of the NHIS introduced in 
2004 is yet to be assessed.
The evolution of TM in Ghana in the context of the introduction of WSM in the 
country has been discussed. It has been shown that no sooner had WSM been 
introduced into the country than the status of TM became threatened. 
Consequently state influence and power were used at different times to ban, or 
discourage and undermine TM while simultaneously WSM was being promoted 
in various ways. The method of influence included laws, economic incentives 
and disincentives, the formal education system and Christian activities. It has 
also been shown that, despite banning and undermining, TM survived and 
people used it. Sympathetic governments made policy gestures to its 
development until it finally obtained legal status under Act 575 of 2000. This Act 
has been examined by pointing to the key parts. It could be inferred from the 
Act that the Ghanaian government has acknowledged that TM has something to 
offer the Ghanaian population alongside WSM. The question therefore, is, what 
are the factors, which influence people to choose between these two types of 
medicine and what explanations account for these factors? This is taken up in 
the next chapter.
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Chapter Three
Choice making in the context of Medical Pluralism in Developing 
countries: Factors Influencing Choice
3.0 Introduction
This chapter is the first of two theoretical chapters and examines research 
literature on the reasons why people choose TM or WSM. Studies conducted in 
developing countries, starting with Ghana, are examined first followed by 
studies conducted in developed countries in order to identify factors and 
explanations, including the focus of each explanation that has been advanced 
as accounting for people’s choices. Kroeger’s (1983) categorisation of the 
various factors that influence people’s choice-making between types of 
medicine is used as a guide to isolate three distinct groups of factors suggested 
as influencing choice of TM versus WSM. Then the types of explanations that 
have been developed around these factors are examined.
3.1 Studies conducted in developing countries: Ghana
Given the geographical area of interest of the literature review, which is Sub- 
Saharan Africa, particularly Ghana, studies identified as directly relating to why 
people choose TM or WSM and conducted in Ghana are examined in some 
detail. Only three of the few studies conducted in Ghana, Bierlich (2000), Tsey
(1997) and Fosu (1995), address factors that influence people’s choice between 
WSM and TM. Of these, only Fosu (1995), focused on the reasons people offer 
to explain their choices between TM and WSM. These studies are discussed in 
some detail, but first TM related studies, which mention the influences of 
specific factors, are discussed.
Ofori-Atta and Liden’s (1995) study looked at the effects of social change on 
causal beliefs of mental disorders. The target population was teachers and 
educated middle class Ghanaians, living in middle range towns. Though a 
quantitative study, it was not directly relevant to how people make choices 
between WSM and TM.
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Bierlich (2000), using a qualitative approach, examined the reasons people offer 
for rejecting biomedicine in rural Ghana. Bierlich acknowledged the 
ambivalence his respondents felt about biomedicine, admiring its successes, 
such as the effectiveness of the injection procedure in certain illness situations, 
and fearing it for its perceived dangerousness in other illness situations, for 
example, the disease ‘carbuncle’ or boil. Furthermore he noted that the cost of 
biomedicine also put his respondents off its use.
Tsey’s (1997) study was an exploratory study and the aim was to determine the 
long-term trend in the reproduction of the knowledge and practice of traditional 
medicine in contemporary Ghana with a view to generating base information for 
the next stage of a longitudinal study. The study was conducted in rural Ghana. 
It identified the selective use of TM and WSM by the respondents, and 
discussed calls for integration of TM into WSM. He pointed to the problems that 
integration may generate and urged caution. Tsey was concerned with the 
power imbalance between WSM and TM professionals and noted that in the 
event of integration, TM practitioners are likely to lose out. He argued that the 
attempt would be more of an assimilation of TM into WSM, than integrating two 
systems on an equal footing. He noted that integration was likely to benefit 
WSM professionals and pharmaceutical companies to the detriment of TM 
practitioners and the patients who depend solely on TM for all their health care.
However, particularly relevant to this review is Tsey’s articulation of the reasons 
the respondents in his study offered for choosing between TM and WSM. He 
pointed to the cost of WSM and the climate of the then newly introduced user 
fees in the health services in the mid 1990s, which he noted were beyond the 
means of many Ghanaians. Tsey rightly suggested that:
“there is the need to re-examine some of the underlining reasons for the current
popularity of TM in Ghana and other African countries.” (Tsey 1997: 1074)
Fosu’s (1995) study is of particular interest because it focused specifically on 
the determinants of choosing between TM and WSM, but it was in relation to 
mental health care treatment in Ghana. The aim of the study was to examine 
the factors that determine the orientation toward seeking help for psychiatric
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problems in an urban setting in Ghana. He translated this into three questions. 
The first question, which is very relevant to the aim of this review, reads as 
follows: “What factors are important in the explanation of the orientation toward 
seeking professional help for psychiatric problems in Ghana?” (Fosu 1995: 
1029)
Fosu’s study examined the individual, social and cultural factors that previous 
studies had found to be important determinants of treatment-seeking behaviour. 
The survey was conducted in an urban setting of women aged between 25 and 
39 years, who had had, at least one live birth in the previous three years. He 
found that health status, perceived cause of illness, socio-demographic factors; 
area of residence, ethnicity, migration status, membership of voluntary 
organisations and previous contact with WSM were the critical determinants of 
help-seeking behaviour. According to him, these factors determined people’s 
choices between TM and WSM.
Though the study was useful in identifying some critical factors in health care 
seeking behaviour with regards to choosing between TM and WSM, it was 
limited only to mental and related illnesses of reproductive age women urban 
dwellers. The study excluded males and the rural population. The use of only 
women in the sample makes the study susceptible to criticism of gender bias, in 
this instance against males. Concentrating research on the urban population is 
a common feature of most research because of convenience. Meanwhile over 
75% of the Ghanaian population live in the rural areas. The study therefore 
discriminated against males and the rural population. Although, Fosu’s study 
does reflect the views of urban women in Ghana, it can hardly be generalised to 
the Ghanaian population. Also, the finding that about 87% of respondents were 
willing to choose WSM treatment for mental illness is in direct conflict with the 
finding of Tsey (1997), who found that respondents were more prepared to use 
TM for the treatment of mental illness and psychological problems.
Few studies have been conducted in Ghana, which seek to address why people 
choose TM or WSM. Even the few that have been conducted were not directly 
related to why people choose TM versus WSM. The only study which
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addressed the question was Fosu (1995) and this was mental health focused. It 
therefore becomes quite reasonable to look further afield to see if similar 
studies conducted elsewhere in Africa would help with the identification of 
factors that are likely to influence people’s decision to choose TM or WSM.
3.2 Developing countries in Africa
A study conducted in the Ivory Coast in West Africa, which directly sought to 
address the factors that influence people’s choice between different types of 
medicine, is Lasker (1981). This study found that education and income 
seemed to have a less substantial effect in differentiating users of WSM and TM 
than location, as rural versus urban residence did. However, the differentiation 
related to the order of use of each type of medicine. Urban residents used WSM 
first and when their illness did not respond to treatment they switched to TM as 
a second option, whereas rural residents use TM first and when their illness 
does not respond they switch to WSM as a second option. Lasker (1981) found 
that women were more likely to use TM than WSM, and that TM was the 
primary source of choice of medicine among those without any schooling. 
Religion and occupation were also found to be significant predictors of choice.
Develay et al. (1996) conducted his study in Ougadougou in Burkina Faso using 
an adapted version of Kroeger’s framework of factors that may influence choice- 
making between WSM and TM. Kroeger’s framework is introduced later in this 
chapter (see figure 3.1) below. Develay et al. identified independent variables 
associated with choice of health care utilisation such as sex, position in family, 
marital status, size of household, polygamy, ethnicity, religion, level of 
education, zone of residence, distance from closest health care giver, age, 
socio-economic status, characteristics of illness type (type, length and severity), 
cost of care and cost of transportation. They found that only the latter four 
variables had statistical significant associations with choice of WSM versus TM 
(Develay et al. 1996).
Sussman (1981) is one of the few African studies which sought to find out how 
people made their choices between WSM and TM. The study was conducted in 
Mauritius and found that the people there believed that illness is caused by a
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multiplicity of factors none of which a single healing tradition is equipped to 
treat. The study identified type of illness, patients’ knowledge of illness, social 
network influence, knowledge of healing sources, economic resources and 
religious preference, as factors all of which influenced choice between different 
types of medicine. Sussman (1981) located his explanation of choice-making 
within the context of medical belief systems, the diagnostic process and the 
resultant social and economic structure within which the ‘quest for therapy’ 
[treatment] takes place. No attempt was made to assess the relative influence 
of the various factors.
Kroeger’s (1983) study is another on the choice between WSM and TM. This 
study reviewed literature on health care seeking behaviour in developing 
counties and provided extensive and interesting information on factors that 
influence people’s choice between WSM and TM. According to this review, in 
Nigeria psychologically related illnesses with symptoms of worry and 
sleeplessness were treated with TM, but in rural Tanzania the situation was not 
clear. In the latter country, people who believed their illnesses to be caused by 
supernatural agents chose TM, but others with similar beliefs about the 
causation of their illness resorted more frequently to WSM.
Kroeger’s review further indicated that other African studies found that 
geographical accessibility of modern medicine was one of the major reasons for 
abandoning TM. In Tunisia, utilisation of WSM was found to be higher in urban 
than rural settings (Kroeger 1983). Lasker (1981) reported similar findings in the 
Ivory Coast, as did Develay et al. (1996) in Burkina Faso. Other studies 
speculated (Twumasi 1975, Tsey 1997, Ghana Human Development Report
2002) or reported on the high cost of WSM and the adverse impact this has on 
its utilisation by Africans (Develay et al. 1996, Lasker 1981), particularly rural 
peasants.
Among the Luo in Kenya, choice between WSM and TM was argued to depend 
on cultural beliefs, specifically, what was believed to be the cause of a disease. 
The possible causes of disease included air, water, food, ‘living dead’, ‘disease 
of inheritance’, breach of taboos and customs. Choice depended on the cause
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of disease, but it was always difficult to interpret symptoms and consequently to 
determine the cause of a given illness. This difficulty of determining the cause of 
an illness usually resulted in difficulty in choosing which type of medicine to use 
(Sindiga 1995c).
“Inability to know the underlying cause of disease makes people go to a health 
facility and at the same time turn to traditional healers. The idea is to seal any 
conflicting symptoms and maximize on recovery.” (Sindiga 1995c: 69)
Emphasising cultural beliefs as the major influence of choice making between 
WSM and TM, Sindiga notes in relation to the Abagusii or the Gusii in Kenya 
that:
“The Abagusii make a distinction between diseases or conditions, which have to be 
drawn to bio-medicinal attention and those that are preserved for traditional 
medicine... [However,] to understand this phenomenon [choice-making between 
WSM and TM], one must delve into the disease aetiologies of the culture 
concerned. The Abagusii do not distinguish between disease, illness or misfortune. 
Although diseases are believed by the [Abagusii] to be caused in a number of 
ways; when a person falls sick or even dies, the Abagusii tend to tag a human 
induced cause, especially witchcraft, to the case. Equally important are the 
supernatural causes of diseases.” (Sindiga 1995d: 109)
3.3 Studies conducted in developed countries
This section briefly examines literature on the use of AM in developed countries 
to provide broader insights into the factors that needed to be taken into 
consideration when designing the questionnaire for this research. The rising use 
of AM in developed countries (Verhoef and Sutherland 1995, Bouldin et al. 
1999) generated research into why people were turning to it (Furnham and 
Beard 1995, Furnham and Smith 1988, Sacks 1996). Several explanatory 
factors were identified. Furnham and Beard (1995: 1425) reported that:
“Furnham (1994) has offered 13 different, if related, reasons why patients might 
favour complementary medicine (CM) over orthodox medicine (OM). They included 
fear of professionals, disillusionment with OM, experimentation and ‘shopping’ for 
health as well as their perceived susceptibility to illness and health risks.”
Mcgregor and Peay (1996) and Cant and Sharma (1999) reviewed reports on 
factors which influenced choice between AM and conventional medicine 
(WSM). The reviews indicated that variables thought to be responsible for such 
choices include perception of the practitioner patient relationships, health and 
illness beliefs, psychological morbidity, and social or religious beliefs. Mcgregor 
and Peay (1996) identified two factors on which the studies they reviewed had 
not reached consistent conclusion. These factors were dissatisfaction with, or
52
lack of confidence in, conventional medicine, and the general attitude or lifestyle 
orientation of those who opt for alternative medicine. However, other studies 
identified socio-economic status as the main explanatory factor for choosing 
AM. There are two schools of thought in the socio-economic explanation camp. 
The first camp maintains that AM is more used by affluent members of the 
society, whereas the second camp, for example Bouldin et al. (1999), assert 
that in the US it is the poor who are unable to afford conventional medicine and 
therefore turn to AM.
This brief examination of studies conducted in developed countries allowed a 
broader view on the evaluation of the factors that were taken into consideration 
when designing the questionnaire for the research to examine choice of TM 
versus WSM in rural Ghana.
3.4 Explanation of choice-making between TM and WSM
Several explanations have been put forward to account for the factors or 
variables that have been identified as contributing to people’s utilisation of WSM 
health services or choice-making between types of treatment or medicine in 
developing countries. While some studies identify non-economic factors as the 
main influence on people’s choices (Fosu 1995, Sindiga 1995b, 1995c, 1995d 
Lasker 1981, Fink 1989, Bierlich 2000) others, argue that socio-economic 
factors are the main influence on people’s choices (Develay et al. 1996, Jacob 
and Price 2004, Meuwissen 2002, Witter 2005, Xu et al. 2006, Wealkens et al. 
2005, Howard 1978). Before these explanations are examined, it will be helpful 
to discuss a relevant classification of health-seeking behaviour described by 
Igun (1987).
Igun classified health-seeking behaviour studies into two groups: ‘still short’ and 
‘process studies’. ‘Still short’ studies, refer to a group of studies which focus on 
situational, personal and specific illness episodes. ‘Process studies’, refer to a 
group of studies which see health-seeking behaviour as a process which 
unfolds along with the career of the illness episode and points to the associated 
factors that influence the decision and actions taken at the different stages of an 
illness. The concept of ‘process studies’ makes Igun’s classification very useful
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to the discussion of explanation of choice-making between WSM and TM, 
because it highlights the importance of the duration of an illness or the 
unresponsiveness of an illness to treatments in assigning an illness a 
‘biological’ or ‘social’ diagnosis.
Meanwhile, the assignment of a diagnosis to a ‘biological’ or ‘social’ cause is 
crucial to choosing between types of medicines. When an illness does not 
respond to treatment, from the intervention of first choice of type of medicine, a 
switch may be made to another, or a combination of types of medicines, may be 
employed simultaneously (Nyamogo 2002, Bierlich 2000, Sindiga 1995c, 
1995d, 1995e). Fink (1989) has noted that, in the African context, if an illness 
initially classified into the domain of ‘biological’ diagnosis fails to respond to 
treatment, it is likely to be re-classified into a ‘social’ diagnosis, and 
consequently the help of TM sought. Bierlich (2000) provides confirmation for 
this.
With regard to the explanations of choice between WSM and TM, Fink (1989) 
notes that earlier studies located their explanations in the context of the concept 
of dualism, derived from the ‘traditional’ and ‘modern’ dichotomy employed in 
the theory of modernisation. She stresses that the theory of modernisation was 
used to explain what was thought to be the ‘irrational’ behaviour of the African 
health-seeker who rejects the therapeutic methods of modern medicine (WSM), 
based on science, but opts for TM, which uses unscientific methods. 
Meanwhile, the presumption goes that TM explains disease causation in terms 
of the supernatural and witchcraft. In this sense, the presumption implies that 
the irrationality of the African concept of health and illness leads the African to 
select unscientific healing techniques employed by the traditional healer.
Senah (1995) has argued that this presumption pervaded the minds of both 
local and Western intellectuals who worked in the field of TM. Cocks and Dold 
(2000) argue that, given the context in which WSM was introduced into many 
Third World countries, including African countries, the view of TM held by 
intellectuals would not have been out of the ordinary. According to them the 
colonialist sought to discredit anything African, which included TM (see chapter
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two). Based on this line of thinking, the focus of most of the studies was on the 
African belief systems (Fink 1989, Senah 1995, Twumasi 1975, Sindiga 1995a, 
1995b and 1995c, Owoahene-Acheamplong 1998).
Hence, belief systems, values and attitudes, sensitivity or degree of 
parochialism (how traditionally entrenched one is) of the patient or his/her social 
network, were the focus of most studies (Sindiga 1995a, Cocks and Dold 2000). 
Later, attention shifted to the degree to which the African has weaned himself or 
herself off the irrational thoughts or negative values inculcated in him by this 
tradition, and the extent to which the African has assimilated the newly 
introduced Western culture, its values and associated rationality, as implied in 
the ‘acculturation’ studies, for example as conducted by Ofori-Atta and Linden 
(1995).
Sussman’s (1981) review of studies relating to choice-making between WSM 
and TM, should have brought to the fore the realisation that the choice of type 
of medicine between TM and WSM could not be determined by a single factor 
or variable. Therefore, investigation into multiple factors should have been the 
approach. However, this approach was not adopted, at least not in the studies 
conducted in Ghana, with the exception of Fosu (1995) and Ofori-Atta and 
Linden (1995). Devaley et al. (1996) applied this approach to the investigation 
of choice between TM and WSM in Burkina Faso.
Close examination of the various studies has revealed a complex of factors and 
attitudes that impact on choice-making. Characteristics of patients and their 
immediate social network (Owoahene-Acheampong 1998, Twumasi 1975 and 
1988, Aye et al. 2002), need and personal resources (Devalay et al. 1996, 
Wealkens et al. 2005, Jacob and Price 2004, Meuwissen 2002, Witter 2005, 
Bowman 2002), availability of type of medicine, and organisational variables 
(Dunfield 1996), have been recognised as influencing people’s choice between 
TM and WSM. Twumasi (1975) identified rural or urban living, level of formal 
education, availability of clinic or medical technology, types or nature of illness, 
demographic variables such as age, sex and extended family influence, as 
possible influence on choice of type of medicine. Anderson et al. (1987) found
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that the characteristics of service providers and clients’ experience with medical
care influence people’s utilisation and choice between TM and WSM. Bierlich
(2000) has shown how the use of force in vaccination campaigns was a
dehumanising approach, and the use of injection procedure in those campaigns
tempered the admiration the indigenous people had for some of the success of
WSM among the Dagomba in northern Ghana. Dunfield (1996) shares the view
that people’s experience with health services or type of medicine determines
whether they would use it or not and notes:
“The actual quality of health care provided is a characteristic of the health care 
delivery system, and relates to potential accessibility. Revealed accessibility, i.e. 
utilisation relates to the perception of that quality by the consumer (actual or 
potential).” (Dunfield 1996: 149)
Given the array of factors postulated to explain choice making, a framework, 
which brings some order to the factors and provides a mechanism for grouping 
related factors and a means of comparing them, becomes useful. This is what 
Kroeger’s (1983) framework (see figure 3.1) provides. The framework 
distinguishes three concepts, which influence people’s choice between WSM 
and TM. These three concepts are first ‘type of disorder or illness’, second 
‘patient’s characteristics’ such as demographic and socio-economic, and 
perception of type of medicine and perceived attitude of providers. It is very 
difficult to clearly define where cultural beliefs fall under Kroeger’s framework. 
This is a major weakness of the framework. However the cultural beliefs can be 
inferred from factors relating to (degree of cultural adaptation) under patient 
characteristics, (etiological model, thus natural or supernatural causation of 
illness) under type of illness explanation and even (opinions and attitudes 
towards TM and WSM practitioners) under health service characteristics.
The third concept is about ‘health service characteristics’ and includes 
availability, accessibility, quality and distance to the service site of medicine. 
Under the concept ‘type of disorder or illness’ the explanations that are 
discussed include ‘folk dichotomy’, ‘efficacy testing’, ‘acute versus chronic 
illness’ and ‘shotgun therapy’ explanations. Patient characteristic explanations 
identified include ‘social network influence’, ‘innovation therapy’, 
‘experimentation’, ‘acculturation’ and ‘relative wealth’. The explanations under
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Figure 3.1
Kroeger’s framework of factors influencing choice of type of medicine
Explanatory variables (interrelated) Dependent variables
Perceived Morbidity 
Interacts with
Characteristics of 
the disorder and 
their perception
Characteristics of 
the service (health 
service system  
factors, enabling 
factors)
Choice of
Health
care
resource
Traditional Healer 
(Shaman, Herbalist, 
bone setter, etc)
Modern healer 
(physicians, nurses, 
med, auxilaries, etc)
Drug seller
Self treatment + no 
treatment
Characteristics 
of the subject 
(predisposing 
factors)
Appeal (opinions and 
attitudes towards traditional 
and modern healers) 
Acceptability, quality, 
communication
Cost
Accessibility
Psychosomatic vs somatic 
disorders
Chronic or acute 
Severe or trivial 
Aetiological model (natural 
or supernatural)
Expected benefits of 
treatment (modern vs 
traditional)
Age, sex,
Marital status, status in
household, householdsize
Ethnic group
Degree of cultural 
adaptation 
Formal education, 
Occupation,
Assets (land, livestock, cash 
income)
Interaction with family, 
neighbours, community, etc.
Innovators
The choice of healer in relation to various explanatory variables
Source: Kroeger (1983: 149) reproduced
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‘health service characteristics’ include ‘coverage capacity’, availability and 
distance to site of medicine.
It is worth mentioning that these explanations have rarely been assembled and 
examined together empirically, particularly the cultural beliefs factors and the 
socio-economic factors. Rather, each explanation has been advanced 
separately or where they have been examined together, it has been done 
mainly through qualitative studies and as such the relative importance was not 
evaluated. Attention has to be drawn to the fact that the assumptions in the 
explanations may have been articulated by other studies, but not in the manner 
presented here. The previous studies, for example, Kroeger’s framework, do not 
explicitly identify cultural beliefs factors explanation. However, cultural beliefs 
are implied in all the three groups of explanations via specified factors, as 
discussed above.
3.5 Summary
This chapter has examined studies that have addressed choice-making 
between WSM and TM in mainly developing countries with more emphasis on 
those conducted in Ghana. It was shown that there is an array of factors relating 
to cultural beliefs, particularly factors relating to cultural beliefs of illness 
causation. However, there were other studies, which emphasised demographic 
and socio-economic factors. Kroeger’s (1983) categorisation of the factors that 
influence choice between WSM and TM was introduced, and it was suggested 
that it could be used to organise the explanations into three broad groups. 
Therefore, in the next chapter, after stating the assumptions underlying each 
explanation, supportive evidence that has been gleaned from different sources, 
many of which had not explicitly set out to investigate and provide evidence in 
support of specific explanations, is provided for each of the explanations, which 
come under the three broad concepts of Kroeger’s (1983) framework. This is 
then followed by a discussion and critique of each explanation.
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Chapter Four
Types of Explanations of Choice Making in the Context of Medical 
Pluralism: Research Hypotheses
1.0 Introduction
Following Kroeger (1983) introduced in the previous chapter (figure 3.1), this 
chapter examines explanations grouped under ‘type of illness’ and ‘patient 
characteristics’ as the main determinants of choice of type of medicine. ‘Health 
service characteristics’ is not discussed in detail here, because chapter two 
provided detailed discussion of WSM and TM in Ghana. However, certain 
aspects of ‘health service characteristics’ is integrated into the discussion of 
‘relative wealth’ discussed under the ‘patient characteristics’ group of 
explanations.
4.1 Type of illness as the determinant of choice of medicine
The importance of type of illness as the key determinant of choice of type of 
medicine has led to many explanations for choice of type of medicine, almost all 
of which have been developed around cultural beliefs factors (Bierlich 2000, 
Amuyunzu 1998, Sidiga 1995a, 1995b, 1995c, 1995d, Arhinful 1995). The 
rallying point of the different explanations advanced here is that the type of 
disorder determines people’s choice between TM and WSM, and the essence 
of this has been captured by Fink (1989). She notes in the context of medical 
pluralism that:
“However, the patients now had the possibility to choose. Depending on which 
illness they were suffering from, or if a therapy was unsuccessful, they sought 
either simultaneously or successively the help of a doctor or a traditional healer.”
(Fink 1989: 36)
The four main explanations postulated under this group of explanations, are 
‘folk dichotomy’, ‘efficacy testing, ‘acute versus chronic illness,’ and ‘shot gun 
therapy’ explanations. Each of these explanations is discussed in turn starting 
with the ‘folk dichotomy’.
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4.1.1 ‘Folk dichotomy’ explanation
According to Kroeger (1983: 151) the term ‘folk dichotomy’ can be traced back 
to Foster (1958), but the ideas in the hypothesis were employed earlier in the 
works of Erasmus (1952) and Simmons (1955). The central thrust of this 
explanation is that the use of TM or WSM is primarily dependent on the type of 
disorder or illness and what is believed to be the cause of that disorder, and 
whether the cause of the illness is strictly attributed to either ‘natural’ or ‘social’/ 
‘supernatural’ causes. Consequently, any illness believed to have ‘natural’ 
causes is reserved for WSM treatment, whereas illness believed to have ‘social’ 
or ‘supernatural’ causes is directed to the attention of TM practitioners.
This hypothesis asserts that illness, which a folk concept of health and illness
perceives to have supernatural causation or, for whatever reason, is seen as
not suitable for WSM treatment, will not be presented to WSM professionals for
treatment, but will be presented to TM practitioners instead (Uyanga 1979,
Sindiga et al. 1995, Goldman et al. 2001). Fosu (1995: 1037) reported in his
study conducted in Ghana that:
“The existence of general belief that mental disorders caused by a witch, sorcerer 
or ancestors can only be cured by a traditional healer, and those caused by natural 
causes can be treated by Western medicine was confirmed.”
Also, Bierlich (2000, cited Fosu 1981) to support one of his findings, he reported 
that:
“Fosu’s (1981) important observation of a disease “carbuncle” (nantwi pompo, 
literally’ “cow boil”) similar to jogu (literally, “bush illness”), which is perceived as 
malignant boil by the Dogomba [ethnic group in Northern Ghana] they and the 
Akwapim of Fosu’s study (an ethnic group in southern Ghana) consider as 
supernaturally caused and for which they reject biomedical therapy.” (Bierlich 
2000: 704)
Fink (1989) has elucidated on the ‘folk dichotomy’ explanation. In her study of 
Dormaa medicine in Ghana, she provides a revealing and interesting account of 
the ‘folk dichotomy’ explanation. Although she does not use this term in her 
work, she clearly elucidates on the ideas in this explanation. Fink (1989) notes 
that diagnosis helps to locate a disease in the classificatory system and by so 
doing:
“Transfers the definition of the disease from the culturally determined general 
sociological and psychological reference system to the concrete medical reference
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system and it involves the decision over the type of healer responsible for the 
treatment of a particular disease.” (p.93)
According to Fink (1989: 293):
“Diagnosis in Dormaa medicine can be divided into ‘biological’ and ‘social’ 
diagnosis”. [However, she wondered why] “until now, ethnomedical research has 
paid more attention to ‘social’ than ‘biological’ diagnosis, which is due to the 
assumption that in traditional medicine the majority of diseases are explained with 
reference to supernatural causes and the violation of social norms, and that 
divination and rituals are the main instruments of diagnosis.”
It is important to recognise that in Fink’s characterisation, the ‘social’
encompasses ‘supernatural’ diagnosis. Before conducting her study Fink held a
similar assumption; however, her study found that:
“The assumption that the majority of diseases have a supernatural causation was 
not confirmed (p.255). ... It became clear that Dormaa medicine views most 
diseases at first as harmless physical complaints (yadee hunu) with a natural 
causation, and that the healers initially concentrate on the ‘biological’ diagnosis 
and on physical symptoms.” (p.293)
A diagnosis is carefully made to assign it a cause, which leads to the choice of
treatment. Fink (1989) asserts that:
“Depending on the circumstances under which it [a disease] develops, it is either 
defined as onipadua yadee (naturally caused), or sunsum yadee (supernaturally 
caused).” (p.261)
Also, how an illness responds to treatment and subsequent circumstances in 
the illness career can lead to a re-classification of an illness to assume either a 
natural, or supernatural explanation, and the choice of medicine is adjusted 
accordingly (Bierlich 2000, Nyamongo 2002). Though Bierlich offers evidence, 
which supports the ‘folk dichotomy’ explanation, he emphasises the navigation 
to-and-fro between TM and WSM, as patients and their next of kin constantly 
evaluate treatment and examine the causes of illness during the illness career, 
continuously adjusting their decisions.
4.1.1.1 Weaknesses of the ‘folk dichotomy’ explanation
Despite the usefulness of the ‘folk dichotomy’ explanation in explaining choice 
between TM and WSM, particularly in traditional societies, for example Ghana, 
some limitations have been identified. The first limitation is associated with the 
implicit assumption in the explanation, which suggests that there exists a clear- 
cut distinction between cultural beliefs about what is natural and what is not, or
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what is supernatural (Colson 1971). Meanwhile, Owoahene-Acheampong
(1998) has noted, in relation to illness causation, that the Akans of Ghana, for
example, have a holistic view. He stresses that the Akans do not
compartmentalise natural and supernatural, particularly in illness situations.
Twumasi (1975) cannot be clearer when he states:
“Traditional cosmology has no room for a purely naturalistic notion of illness, 
because there is no clear-cut conceptual separation of the natural or physical world 
on the one hand and the supernatural or the magico-religious world on the other.” 
(Twumasi 1975: 8-9)
Fink (1989: 33) asserts that;
“African cosmology is based on the oneness of the material and the religious / 
spiritual sphere as a continuum. The living, dead and yet unborn are as much an 
integral part as the gods, spirits and other immaterial forces. As a reflection of this 
philosophy, disease is experienced and regarded as a malfunctioning on both the 
bodily and spiritual levels.”
The second limitation is linked to another implicit assumption of the ‘folk 
dichotomy’ explanation, which presents the choice between TM and WSM as an 
either/or issue. But, in practice, they could be employed simultaneously 
(Agyapong 1992, Sharma 1992, Fink 1989), hierarchically (Lasker 1981), on a 
self-treatment basis (Cock and Dold 2000), or on a do-nothing basis (Gyapong 
et al. 1996). In the Ghanaian context, Bierlich (2000) found evidence which 
supports the simultaneous use of TM and WSM by patients and illustrated this 
with the case of a particular patient suffering from an illness with various 
symptoms. Also, Gyapon et al. (1996) found evidence in support of patients 
choosing to do nothing after the failure of initial trials to find treatment for 
Filariasis. In their study conducted in northern Ghana, Gyapon et al. reported 
that:
“Interviews and observations in the community revealed that most Filiarsis 
sufferers, have become resigned to their chronic disease and as a result, they no 
longer spend their meagre resources in attempt to fight the disease.” (Gyapon et 
al. 1996: 238)
Another weakness of the ‘folk dichotomy’ explanation is that it overlooks African 
cosmology, which does not reify the distinction between ‘natural’ and 
‘supernatural’. The explanation imposes European absolute distinctions 
between the ‘natural’ and the realm of the supernatural. It has been argued that 
the ‘straightjacket’ distinction between ‘natural’ and ‘supernatural’ does not
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wholly apply to an African belief system, as illustrated by the quote from Fink 
(1989) on the previous page. A view shared by Twumasi who remarks that:
“Traditional healers do not separate the natural from the spiritual or the physical 
from the supernatural. In modern medicine [WSM] there is a distinction made 
between physical and the supernatural.” (Twumasi 1988: 7)
As Fink (1989) found in her study, Dormaa medicine may attribute the causes of 
an illness to supernatural forces. However, equally, Africans do believe that 
people fall ill, break their legs, have accidents, and even die, without resorting to 
mystical explanation. Africans, however, may offer either spiritual or biological 
explanations for an illness episode depending on the perceived circumstances 
that lead to an illness or on how the illness develops in the course of the illness 
career, or how the illness responds to treatment. This was confirmed in the 
studies of TM among the Luo (Sindiga 1995c), the Gusii (Sindiga 1995d) the 
Maasai (Sindiga 1995e) and the Abaluyia of the western province of Kenya 
(Wandiba 1995).
4.1.2 ‘Efficacy testing’ explanation
Another explanation put forward to explain people’s choice between TM and 
WSM is ‘efficacy testing’. An important point to be noted about this explanation 
is that it is different from the way McKeown (1976) and lllich (1976) employed 
‘efficacy’ in their macro theories, where both claimed that the public uncritically 
accepts the ‘efficacy’ and ‘legitimacy’ of modern medicine. The usage here is 
more or less in the micro context. It refers to how individuals and their kin make 
decisions, as to which medicine to choose for the treatment of a particular 
illness, by weighing the relative efficacy of the types of medicine they are aware 
of.
According to this explanation, people’s choice is informed by their earlier 
observations, in other words, their experiences and ‘lay’ knowledge, of the 
particular illnesses or disorders and to which type of medicine specific illnesses 
respond to (Anderson et al. 1987, Twumasi 1975). The suggestion here is that 
people draw on their knowledge of how successfully an illness responded to a 
type of treatment in the past and based on that decide which type of medicine to 
use in a similar situation in the future. This is more or less a lay empirical
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assessment of the different types of medicine (Twumasi 1975, Igun 1987, Tsey 
1997, Colson 1971).
This explanation could be better understood if appreciated in the context of ‘lay
health beliefs’ studies, la y  health beliefs’ (Blaxter 1990, Blaxter and Paterson
1982) is at times seen as blunt trust or faith in medicine without a scientific or
rational basis. However, recent re-evaluation of the concept has suggested
otherwise (Arskey 1998, Epstein 1996, Kerr et al. 1998a, 1998b Bury 1997).
Blaxter and Patterson (1982) argue that ‘lay beliefs’ are empirically and
scientifically inaccurate, but are not in principle unscientific, because they are
based on observations:
“People have considerable knowledge about health and illness, derived from 
systematic observations made within specific communities” (Bury (1997: 46).
Further, in a study of working class lay health beliefs about coronary heart 
disease - ‘coronary candidacy’ - attention was drawn to some qualities of lay 
health beliefs, which make them worthy of parallel explanations to scientific 
explanations. The authors noted that in lay beliefs, the ideas are generated 
collectively, individual cases are often purposefully linked to circumstances, 
regularities are noted, and this generates explanatory hypotheses to support or 
challenge suspected causal processes (Davison et. al. 1991).
Other studies have pointed to the value of lay knowledge and its usefulness in 
both everyday health seeking behaviour and theoretical discussions on health 
and illness. They also draw attention to the increasing knowledge of the lay 
public, to the extent that, it is argued in some quarters, that lay knowledge has 
recently increased to a level that in some cases there is a fine line dividing ‘lay 
beliefs’ and expert knowledge (Burry 1997, Kerr et al. 1998b). In Giddens’ terms 
this might be due to the ‘re-skilling’ taking place in late modernity (Cant and 
Sharma 2000: 25).
In his study of AIDS, Epstein (1996) argues that due to the high level of 
knowledge some lay persons have it is difficult, in some cases, to distinguish a 
‘lay person’ from an expert on the subject. This is perhaps why Kerr et al. 
(1998a) write about ‘lay expert’. The ongoing discussion gives credence to the
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argument, which suggests that lay and scientific distinctions may well have 
outlived their usefulness (Davison et al. 1992, Brown 1995). The suggestion is 
that lay people do accumulate experience either personally or through their 
friends, neighbours and relatives, which they draw on in an illness situation to 
help them decide on which actions to take, including choice of type of medicine.
The rigour of lay evaluation could be questioned. But Giddens has noted that in
late modernity there is an explosion of information, which has led to ‘raised
reflexivity and knowledge’ among the lay public (Cant and Sharma 1999: 24).
Samson (1995) and Gabe et al. (1994a, cited in Cant and Sharma 1999: 25)
have also noted that there is a ‘fracture in societal trust’ in biomedicine, which
has led to an ‘increased mistrust of expert knowledge’. At the same time the lay
public has become knowledgeable (Epstein 1996), and the lay public may no
longer readily and uncritically accept the medical expert’s view (Samson 1995).
Cant and Sharma (1999) have observed that Cant’s (1997) qualitative study of
patients revealed that:
“As patients became more educated about their chosen therapy they were more 
inclined to seek care without recourse to the general practitioner but there were 
always situations when they could envisage using biomedicine.” (Cant and Sharma 
1999: 34-35)
Williams and Calnan (1996) have noted in relation to long-term illness that:
“On one hand, the long-term nature of the illness and medicine’s limited ability to 
help means that this is a context fraught with potential conflict as lay and medical 
worlds “clash” and patients become the real “experts” in managing their 
conditions.” (p.257)
The discussions so far appear to overstate the usefulness of the ‘lay expert’ in 
the care seeking process, but its limitations need recognition. The ‘lay experts’ 
could hardly be equated to the formal experts who acquire their knowledge and 
skills either through formal training or apprenticeship in the context of 
contemporary understanding of health and illness and socially acceptable 
methods of treating them (Bury 1997).
4.1.2.1 Critique of ‘efficacy testing’ explanation
The assumption underlying this explanation leads to conclusions similar to 
those derived from the ‘folk dichotomy’ explanation. The general assumption 
underlying the ‘efficacy testing’ explanation implies that disorders, which fall
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under the ‘social diagnosis’ of Fink’s (1989) classification, are more responsive 
to TM, whereas physical or natural illness ascribed to Fink’s (1989), ‘biological 
diagnosis is assured to be more responsive to WSM. Tsey (1997) found 
evidence in support of this view. He reported that most of his respondents 
would use TM for mental and psychologically-related illness.
The ‘efficacy testing’ explanation has been criticised for being more or less a 
variant of the ‘folk dichotomy’ explanation. It has been argued that in the African 
context, the cause of disorders classified into ‘social diagnosis’, are principally 
attributed to supernatural causation and those classified into ‘natural’ or 
‘biological diagnosis’ are attributed to natural causes (Fink 1989). Therefore, if 
these attributions lead to the selection of TM and WSM respectively, then there 
is no difference between the consequences of ‘folk dichotomy’ and ‘efficacy 
testing’ explanations.
The patients’ concern for efficacious treatment is presented as if it is the 
overriding factor for patients when choosing between types of medicine. But 
Cant and Sharma (2000) have argued that this is not the case. They point to 
other equally important factors which patients take into consideration when 
deciding on treatment, such as the concern for any side-effects associated with 
biomedical interventions, difference in the therapeutic encounter, and the 
perceived participatory role of the patient in the therapeutic encounter. They 
assert that:
“Clearly, patients want efficacious treatment, but the decision to use alternative 
medicine does not appear to be driven by this consideration alone.” (Cant and 
Sharma 2000: 429)
Further, the explanation does not see accessibility issues as important. But, if 
you cannot afford something or it is not available to you, you can hardly 
consider it as an option for you to seriously assess its comparative efficacy with 
one that you can afford and which is available to you.
4.1.3 ‘Acute versus chronic illness’ explanation
According to the ‘acute versus chronic Illness’ explanation, choice of type of 
medicine is dependent on the severity and degree of incapability of an illness
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(Goldman and Heuveline 2000, Weller et al. 1997, Yoder and Hornik 1996). In 
other words, the degree of functional impairment caused by an illness dictates 
the choice of medicine to use for treatment. The explanation can be traced back 
to Gould (1957 cited in Sussman 1981) who made the observation in a northern 
Indian village. The assertion is that folk medicinal practices were employed 
whenever a person’s illness was classified as chronic ‘non-incapacitating 
dysfunction’, while the WSM doctor was sought for illnesses classified as 
‘critical incapacitating dysfunction’. Sussman (1981) confirmed this in his 
studies in Mauritius and reported that WSM was used for illness conditions, 
which required rapid relief of symptoms or the killing of germs, whereas for 
illnesses that were recurrent and required long-term medication they preferred 
to use TM.
“The nature of chronic illness, particularly, life threatening conditions, means that 
despite its limitation, modern medicine is frequently, their “best hope.” (Williams 
and Calnan 1996: 257)
In a study of utilisation of different kinds of health care providers in Burkina
Faso (West Africa), Develay et al. (1996) found that:
"When the health problem became more serious or longer duration, the majority of 
the population visited modern health care as other studies have reported ” (p 
1617)
This was confirmed by Agyapong’s study of Malaria in the Adamgbe farming
community in southern Ghana. She reported that:
“The majority of people with asra [malaria] in the community are treated at home.
They only go to biomedical health facilities when they do not respond to home 
therapies or their disease is perceived as being exceptionally severe, or unusual in 
presentation.” (1996: 135)
4.1.3.1 Critique of ‘acute versus chronic illness’ explanation
Although, the ‘acute versus chronic illness’ explanation accounts for some 
choices, it appears not to take into account the type of disorder or people’s 
beliefs about the causation of the disorder in its analysis. Mechanic (1978) has 
argued that:
“The process of help seeking results from a relatively complex sorting process that 
is dependent on a variety of factors other than the amount of severity of illness.” 
(Mechanic 1978: 9)
For example, mental or psychologically-related illnesses, without objectively 
identifiable physical injury to the head, are likely to be classified into Fink’s
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(1989) ‘social diagnosis’, and according to Tsey (1997), directed to the 
attention of TM. In such a situation, the severity or degree of incapacitating 
nature of the illness is not the relevant factor in the choice-making decision 
between TM and WSM, but the type of illness is.
Tsey (1997) has provided evidence to support the view that a patient with 
mental illness would be sent to TM, but his evidence contradicts that of Fosu 
(1995). However, in both cases the acuteness or chronic nature of the illness is 
not the determining factor for the choice of type of medicine.
Another criticism of this explanation is around the idea that all acute illnesses
will be sent to WSM and all chronic illnesses directed to TM practitioners.
Bierlich (2000) has found evidence to the contrary. He noted that in the case of
‘jogu’ (boil), in the acute phase, TM is the first choice, even the only choice,
because WSM is ruled out. He wrote:
“It is namely, primarily at the ‘hot’ stage of the illness [jogu...] i.e. once the boil is 
full blown and supernatural danger is perceived to be greatest because of the 
dominant presence of the supernatural ... the resort to Western medicine is 
deemed out of the question at this stage.” (Bierlich 2000: 711)
There are two points worth noting about this quotation. The first is that the
beginning of the quotation draws attention to the fact that in the case of some
illnesses, jogu’ in particular, in the acute phase, contrary to the ‘Acute versus
chronic’ explanation assumption, is directed to TM. The second point draws
attention to what is believed to be the cause of the illness, and whether it is
attributed to ‘natural’ or ‘supernatural’ causes as postulated in the ‘folk
dichotomy’ explanation - what the perceived cause is attributed to, determines
the choice between TM and WSM. The foregoing demonstrates that the ‘acute’
or ‘chronic’ nature of an illness on its own does not determine the choice of type
of medicine. In a study in northern Ghana, Gyapon et al. note:
“Most patients wait until the pain has subsided significantly or the episode is almost 
over before they go to the health facility [WSM]. Even for hydrocele, there are a 
number of obstacles to the use of the facility. The major one is that the cost of the 
service is beyond the means of most peasant farmers.” (Gyapon et al., 1996: 239)
Furthermore, the explanation assumes that people confronted with a choice 
between TM and WSM have no accessibility constraints, for example, lack of 
income, proximity to type of medicine, availability etc. But as the quote from
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Gyapon et al. in the paragraph just above suggests, ability to pay can determine 
whether some people use WSM or TM or do nothing. This suggests a possible 
link between socio-economic status and the likely use of a type of medicine.
4.1.4 ‘Shotgun therapy’ explanation
Desperation in certain illness situations is such that health seekers may try 
whatever is proposed to them which purports to offer relief or treatment. This is 
the idea embodied in the ‘shotgun therapy’ explanation. The explanation states 
that for enduring or severe conditions, people are prepared to try virtually every 
treatment available. In such situations, concurrent usage is not ruled out 
(Sharma 1992). Sharma (1992) classified users of alternative medicine into 
three groups and referred to one of the groups as ‘earnest seekers’ of health. 
She describes the ‘earnest seekers’ as consumers who were prepared to try a 
variety of approaches for one condition and did not intend to carry on with 
alternative medicine once their immediate problem was resolved. Among this 
group, she noted that there was evidence of users who simultaneously used 
herbal remedies and biomedical analgesics.
In Bierlich’s study in the Dagomba district in northern Ghana, he confirmed the 
multiple and simultaneous use of different types of medicine. He illustrated with 
a case where a lady suffering from 'jogu' (a type of boil), and associated 
fainting, was employing herbal and spiritual aspects of TM and selective use of 
WSM prescriptions while in hospital (Bierlich 2000). Another dimension of this 
explanation is the view that people are inclined to use WSM only when an 
illness situation is very severe or critical, otherwise they will use TM.
4.1.4.1. Critique of ‘shotgun therapy’ explanation
A criticism against ‘shotgun therapy’ is that the explanation appears to be 
premised on an extreme illness situation. However, an explanation formulated 
on only extreme cases can hardly be generalised. Not all illnesses are severe or 
enduring or fall into the extreme category. Also, the explanation presumes that 
accessibility to the different types of medicine is not an issue for health seekers, 
although it may be, even in countries where health services are free at the point
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Of delivery. Moreover, the second part of the explanation is, more or less, the 
focus of the ‘chronic versus acute Illness' explanation, discussed above.
This section has examined explanations that are advocated under Kreoger’s 
category of ‘types of disorder' as the determinant of choice of treatment 
between TM and WSM. Major explanations that were examined under this 
category were all cultural beliefs based and include ‘folk dichotomy’, ‘efficacy 
testing’, ‘acute versus chronic illness’ and ‘shotgun therapy’ explanations. It was 
shown that all the explanations remain silent about accessibility constraints, 
such as income, proximity to types of treatment, availability of type of treatment 
etc. Having examined some of the explanations which focus on types of 
disorder, attention is now turned to the features of patient characteristics that 
may influence choice of TM versus WSM.
4.2 Patient characteristics as the determinant of choice of type of 
medicine
A number of explanations have been put forward under ‘patient characteristics’ 
as the determinant of choice of type of medicine. The unifying factor of the 
various explanations advanced under ‘patient characteristics’ is the idea that the 
use of certain types of medicines is most likely in some identifiable patient 
groups within a target population, regardless of the nature of an illness or 
disorder. These explanations centre on factors which include: demographic 
characteristics - age, gender and family size; personal cultural attributes 
(acculturation or beliefs explanations) - religious affiliation; how traditional or 
modern a person is; beliefs of illness causation and perception of medicine; and 
socio-economic characteristics, represented by ‘relative wealth’ explanation - 
income; occupation; area of residence and educational level; and personal 
characteristics: tendency to experiment and innovate.
Personal characteristics explanations are not discussed in detail because they 
are more appropriate for psychology research rather than sociological research. 
Suffice to state that the ‘innovation therapy’ explanation suggests that people 
who are innovators are more likely to try any new form of treatment that comes 
about than those who are not innovators, and ‘experimentation’ explanation
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suggests that when people are sick they try anything until they find a cure. In 
this sense ‘experimentation explanation’ is like the ‘shotgun therapy’.
The remaining three groups of explanations demographic, personal cultural 
attributes and socio-economic group characteristics, are examined in detail, 
because they allow not only demographic explanations, but the assessment of 
cultural influences on choice between WSM and TM on the one hand and socio­
economic group influences on WSM and TM on the other hand. This provides 
the opportunity to compare the three ‘patient characteristics’ explanations.
Demographic characteristics have been identified as a predictor of choice 
between WSM and TM (Lasker 1981, Twumasi 1988). In her study in the Ivory 
Coast, Lasker reported that gender was a predictor of choice of type of 
medicine, and that women were more likely than men to use TM and men were 
more likely than women to use WSM. According to Twumasi (1988), in Ghana, 
age is a predictor of the use of WSM or TM, and he suggested that older people 
were more likely to use TM than younger people. Also, the family structure 
particularly the compound head (Ngom et al. 2003), the family size, and the 
nature of their social network, have been known to influence people’s choices 
between WSM and TM (Twumasi 1988, Aye et al. 2002). Mackenzie (1979) 
shares this view on social network influence and writes:
“A patient will choose on the basis of family connections, social network, and the
nature of his concerns.” (p.31)
4.2.1 ‘Acculturation’ explanation
A personal cultural attribute explanation which has gained much currency is the 
‘acculturation’ explanation, which holds that the differential use of TM and WSM 
can be accounted for by the relative acculturation of identifiable groups, that is 
the degree to which individuals are involved in forms of behaviour that are not 
part of their own traditional culture (Gutmann 1999, Salant et al. 2003). This 
behaviour could be better represented by the general beliefs about illness 
causation and perception of medicine (WSM) of people and the extent to which 
these beliefs change when a local culture comes into contact with a new 
culture.
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“The patient made his choice according to his level of acculturation, or, in other 
words his rootedness in a traditional or in a progressive, modern view of the world.”
(Fink 1989: 36)
Caution has to be sounded here. Behaviour that is not part of one’s own 
tradition, in this sense, is not about deviant behaviour. The meaning of 
acculturation is well articulated by Ofori-Atta and Linden (1995), who define 
acculturation:
“As a culture change that is initiated by the meeting of two or more autonomous 
cultural systems. The key elements of the construct are contact or interaction 
between cultures, which is continuous and firsthand, change in the cultural or 
psychological phenomenon among the people in contact, and a process of change 
which is dynamic”. “In Ghana, exposure [to the new Western culture] is usually 
through formal education, income and increased social status. Meanwhile, high 
education and socio-economic status are usually associated with more social 
influence [and form the core variables for classifying social class].” (p. 1232)
The key indicators that Ofori-Atta and Linden (1995) used to establish the 
concept of acculturation (Index of Social Change), in the Ghanaian context, not 
only included beliefs indicators but also indicators similar to those generally 
used to measure socio-economic status (SES) or class. Indeed, most 
acculturation studies (Mehta 1998, Sonuga-Barke and Mistry 2000) do:
“Operationalise acculturation using specific measures of education, occupation, 
income and material possessions.” (Salant et al. 2003: 77)
Based on those indicators, Ofori-Atta and Linden found that high acculturation 
was associated with higher socio-economic status and low acculturation was 
associated with low socio-economic status in Ghana. Also, they found that 
people who have low acculturation tend to live in rural areas and within the 
extended family, compared with those who have high acculturation who tend to 
live in urban areas and in small families (Ofori-Atta and Linden 1995).
4.2.1.1 Critique of ‘acculturation’ explanation
It can be argued that the operational definition of ‘acculturation’ by Offori-Atta 
and Linden (1995) combined beliefs indicators with socio-economic indicators 
and measured them together as acculturation -  which is changing beliefs over 
time - and asserted that they were the key determinants of treatment 
preferences, thus choice between TM and WSM. The use of SES or 
incorporating them in acculturation scales has been questioned (Guglani et al. 
2000, Lee et al. 2000, Jackson et al 2000, Rosmus et al. 2000).
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“Incorporating SES into the measurement of acculturation, however, precludes 
examining the nature of relationship between SES and acculturation [beliefs].” 
(Salant et al. 2003: 77)
In relation to health service utilisation, Salant et al. notes:
“Studies of acculturation and health services use have observed that financial 
barriers compound cultural barriers to care-seeking, particularly when they affect 
access to health insurance.” (Salant et al. 2003: 78)
Therefore isolating indicators, which measure beliefs from those which measure 
SES, can help us to assess the relative influence of each one on choice of type 
of medicine.
Factors identified as limiting access to WSM in developing countries such as, 
accessibility, distance, proximity, cost, and area of residence are directly linked 
to SES. It can, therefore, be argued that the ‘acculturation’ explanation minus its 
beliefs measuring indicators is more or less a measure of SES influence on 
choice of medicine on one hand; on the other hand, ‘acculturation’ explanation 
minus its SES measuring indicators is more or less a measure of ‘cultural 
attributes’ explanation, which is about beliefs. Meanwhile, the inbuilt beliefs 
assumption of the ‘cultural attribute, or ‘acculturation’ explanations is similar to 
the beliefs assumption, which partly underpins ‘folk dichotomy’, ‘efficacy 
testing’ and ‘acute versus chronic Illness’ explanations under the ‘type of Illness’ 
group of explanations. Therefore, when ‘acculturation ’explanation is stripped of 
its SES indicators, it could be seen as a variant of the ‘folk dichotomy’ 
explanation measured over a period of time when a newly introduced culture 
(Western culture), has been challenging traditional cultural views - general 
beliefs, beliefs of causation of illness and perception of WSM.
4.2.2 ‘Relative wealth’ explanation
The ‘relative wealth’ explanation is based on the ‘materialist/structuralist’
explanations of inequalities in health:
“Materialist explanations direct attention to aspects of the social structure, 
especially deprivation and poverty.” (Bury 1997: 64)
In the UK, the analysis of inequalities in relation to health is generally directed to 
health outcomes (Townsend and Davidson 1982, Nattleton 1995, Bury 1997). 
This is justifiably so, because here in the UK, access to heath service is free at
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the point of delivery since 1948. However, other studies on inequalities and 
health in the UK focus on health service utilisation (Carr-Hill et al. 1996, Pollock 
and Vickers 1998, Goddard and Smith 2001, Black et al. 1995, Ben-Shlomo and 
Chaturvedi 1995). This review is interested in the materialist analysis of health 
service utilisation, specifically how such analysis helps to explain choice-making 
between different types of medicine - WSM and TM. The kernel of the 
materialist explanations is that insufficient wealth or resource, for that matter 
socio-economic status, can preclude the use of some types of medicine, which 
are expensive. Thus, the financial disposition of certain members of the 
population in relation to the cost of and proximity to certain types of medicine, 
are such that they cannot afford those types of medicine. A broad interpretation 
of the explanation could be understood in the context of Navarro’s statement 
that:
“Indeed in our capitalist system what the individual might have (defined in the area 
of consumption) depends on what he/[she] might do (defined in the world of 
production). Indeed, whatever he/[she] can buy depends very much on how much 
money he makes. And for the great majority of citizens, the amount of money they 
make depends primarily on what type of work they do and how much they are paid 
for it. Thus to understand the sphere of consumption we have to understand the 
world of production, or who does what.” (Navarro 1976: 113)
“It is therefore important, when studying how individuals in a particular society 
perceive and react to ill health, and the types of health care that they turn to 
[choose], to know something about both the cultural and social attribution of the 
society in which they live.” (Helman 1994: 8)
Thus, access to resources, most often represented by socio-economic status, is 
particularly relevant to the assessment of factors which influence people’s 
choice of type of medicine. The link between socio-economic status, and 
access to most market goods and services (Navarro 1976, Le Grand 1990) 
including healthcare (McIntyre et al. 2006, Muwissen 2002, Jacob and Price 
2004, Goddard and Smith 2001, Black et al. 1995, Chaturvedi et al. 1995) is 
well documented. Twumasi (1975: 89) notes in relation to health care that:
“A person’s ability to take full advantage of the health care programme is related 
to his socio-economic status.”
Other patient characteristics which are socio-economic factors that have been 
identified as influencing people’s choice-making between WSM and TM, include 
income, occupation, educational level and area of residence (Bowman et al. 
2002, Hjortsberg and Mwikisa 2002, Melese et al. 2004). Even in countries
74
where health service is provided free at the point of delivery, as in the UK (Ham
1985), there is evidence of differential access to health services along SES
lines (Doyal 1979, Carr-Hill et al. 1996). For example, in terms of the quality of
care patients receive (Benzeval et al. 1995) or non-emergency admissions of
patients with cancer of the bowel, lung or breast (Pollock and Vickers 1998,
Goddard and Smith 2001) or the treatment of coronary heart disease (Black et
al. 1995, Ben-Shlomo and Chaturvedi 1995, Goddard and Smith 2001) or area
of residence (Gilthorpe and Wilson 2003). Following an extensive review of
studies on health service utilisation in the UK, Goddard and Smith (2001) came
to the conclusion that:
“There is evidence to suggest that levels of utilisation for some specific inpatient 
procedures do not match levels of need amongst the most disadvantaged groups 
and a similar picture emerges for health promotion and prevention.” (p. 77)
Where the individual has to pay, health behaviour theorists have noted that 
barriers to health service are based on consumers’ [patients’] perception or 
beliefs concerning the cost of taking a particular health seeking action. They 
identify availability of service, distance and transportation to a service and 
quality of the service, as the main barriers to health care (Malnyk 1988).
Cost has two dimensions, first, the cost to the health service provider and 
second, the cost to the health service consumer. The cost in relation to the 
service provider relates to characteristics of health service provision: thus the 
spread, quality of infrastructure and the nature of service provision are the 
responsibility of the service providers. The cost for ensuring these is a matter 
for the service providers - governments and private providers - but it also relates 
to the relative wealth of the country as a whole. Most government health 
facilities in developing countries do not match those of private WSM providers. 
Even where they do, access is usually only available to senior government 
officials and their social network and is concentrated in urban centres. 
Meanwhile, the privately owned WSM facilities, also concentrated in urban 
centres, are expensive and almost out of reach of most of the population, the 
majority of whom are peasant rural dwellers, most often operating under a 
subsistence economy or on a low income.
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The cost to the consumer, particularly in poor and rural Africa and Ghana in
particular, it can be conjectured, is about travelling cost, mode of payment (in
kind, by cash, credit or tokens), distance, consultation and prescription charges
(Senah et al. 2001, Hjortsberg and Mwikisa 2002, Bowman et al. 2000, Melese
et al. 2004), that is, if the service is available. But in any case the most
important thing to the consumer will be affordability. Because even in the United
States where income levels are high, comparative to Ghana, Bouldin et al.
(1999: 279) have noted:
“As health care costs continue to escalate, the attraction of lower-cost remedies for 
both acute and chronic ills has perhaps caused consumers to re-evaluate the 
potential of alternative.”
In a study in Burkina Faso, Develay et al. (1996: 1617) reported that:
"... socio-economic status was found to be associated with the choice of care, 
which is in agreement with other studies. In particular, it was found that the 
population belonging to the most disadvantaged socio-economic group 
“underused” modern health services.
Also, Waelkens et al. draws on the work of Bowman et al. (2002) to write:
“For patients in The Gambia, the costs, both in terms of money and time were the 
two main deterrents.” (Waelkens et al. 2005: 7)
In relation to Ghana, as noted earlier, Tsey (1997) reported that the cost of
WSM has increased rapidly since the introduction of user fees and has forced
many people to turn to TM. It is worth reiterating Tsey's observation cited
earlier, which states:
“Clearly, one of the problems about current user pay services in Ghana is the 
tendency to force the poor to hold on to some therapeutic traditions that they might 
otherwise consider obsolete. Clearly only few people in Ghana could afford 
western-type health care.” (Tsey 1997: 1072)
“There are no more free or subsidized health care services for the general 
population. And the poor, who are becoming poorer everyday, have no access to 
health services at all. In other words, socio-economic class differences are more 
strongly evident than before in the patterns of health care delivery and receptions 
in Ghana.” (Owoahene-Acheampong 1998: 153)
The recent introduction of health insurance in Ghana does not alter the 
affordability problem. The reason being that the global health expenditure - total 
health care cost of a country - proportional to the country's Gross National 
Product (GDP) and the cost of health administration - is more expensive in 
countries where access to health care is primarily through private health 
insurance as in the USA (Wollhandler and Himmelstein 1997) than countries
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where access is through national health service paid for through general 
taxation (Culyer 1990, Ginsburg 1992 and Kuper 1995). In addition, equity is not 
only lacking under private health insurance systems (Le Grand 1990), but also 
under the social protection form of insurance currently being promoted in low- 
income developing countries, including Ghana (Wood 2003, Gilson 2000, 
Waelkens et al. 2005). A practical aspect of lack of equity is that those who 
cannot afford premiums are the least likely to take up private insurance 
(Employee Benefit Research Institute 1995, cited in Whiteis 1998) or subscribe 
to the social protection form of insurance (Gilson et al. 2000, Waelkens et al. 
2005). No sooner had the NHIS been launched in Ghana than the Minister for 
Health acknowledged the low take up rate and:
"Expressed concern about the low registration rate... and called on people to join
the scheme [and] urged the media to lead in the campaign to promote the NHIS.”
(Gobah 2005:41)
4.2.2.1 Critique of ‘relative wealth’ explanation
The main criticism of this explanation is that it creates the impression that 
nothing beyond financial considerations matters in deciding which type of 
medicine to choose (Navarro 1976). However, factors including cultural beliefs 
and an evaluation of the relative efficacy of different of types of medicines, thus 
people’s perception of the different types of medicines, may in some limited way 
contribute to individuals’ health care choices.
4.3 Summary
The chapter discussed two of the three groups of explanations derived from 
Kroeger’s (1983) framework, namely the ‘type of illness’ and ‘patient 
characteristics’ group of explanations, but the ‘health service characteristics’ 
group of explanations was not discussed in great detail. The chapter began with 
the discussion of ‘type of illness’ group of explanations ‘folk dichotomy’, ‘efficacy 
testing’, ‘acute versus chronic illness’ and ‘shotgun therapy’ explanations. It was 
shown that to a large extent, ‘folk dichotomy’ and to some extent the other three 
individual ‘type of illness’ group explanations, have strongly inbuilt beliefs or 
perception assumptions. It was argued that the ‘type of illness’ group of 
explanations have given undue weight to cultural beliefs and perceptions of 
people as the main influences on health care choices in rural or indigenous
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communities in developing countries, but they overlook socio-economic 
explanations.
It proceeded to discuss the ‘patient characteristics' group of explanations, under 
which four sub-groups of explanations were introduced and discussed with the 
exception of ‘personal characteristics’, which it was argued is more suitable for 
psychological research. The three sub-groups of explanations discussed under 
‘patient characteristics’ were ‘demographic characteristics’, ‘cultural attributes’ 
or ‘acculturation’, and ‘socio-economic’ or ‘relative wealth’ explanations.
It was argued that the ‘acculturation’ explanation is a combination of the socio­
economic and cultural attributes explanations, therefore separating the two into 
their individual constituents provides an opportunity to assess their relative 
strengths. Also, it was suggested that the inbuilt beliefs assumptions of the ‘folk 
dichotomy’, ‘efficacy testing’ and ‘acute versus chronic illness’ explanations are 
similar to those of the ‘cultural attributes’ explanation. In all, three groups of 
explanations - demographic, cultural beliefs and socio-economic - were 
pragmatically deduced from the discussions.
Attention was drawn to evidence from developed countries, which suggests that 
socio-economic and demographic factors are linked to access to health care 
and the use of alternative medicine. Based on this it was argued that people in 
lower SES in developed countries, where the standard of WSM is better and 
people can afford it, are turning to AM due to lack of affordability of WSM as 
Bouldin et al.’s (1999) study suggests. What then would be the case in 
developing countries where the standard of WSM, at least in rural areas, is poor 
and affordability is a problem due to widespread poverty? It is therefore 
suggested that as speculated by Twumasi (1975), Tsey (1997), Yen (1997) and 
strongly argued by Owoahene-Acheampong (1998)), SES explanations would 
be more important than cultural beliefs in explaining people’s choice between 
WSM and TM in rural Ghana.
This thesis therefore, will assess the relative influence of ‘demographic 
characteristics’, ‘socio-economic’ and ‘cultural attributes’ - ‘cultural beliefs’ -
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explanations on choice-making between WSM and TM in rural Ghana. The 
questionnaire design attempts to develop indicators to measure these three 
groups of explanations. The next chapter discusses the methodology used in 
the study.
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Chapter Five 
Methodology
5.0 Introduction
This chapter discusses the methodology of the thesis. It begins with a statement 
of the aims of the research and an introduction of the research questions, and 
continues with a summary of the choice of research method and the rationale 
for adopting a quantitative approach, specifically a cross sectional analytic 
survey in a developing country. It proceeds to introduce and describe the 
conceptual framework of the research. Also under discussion are the pre-pilot 
visit to the field site and the pilot of the study, and the choice of sampling and 
sample selection. Issues discussed under data collection include questionnaire 
design, ethical considerations, recruitment and training of interviewers, access 
to the fieldwork site and respondents, and method of data collection. The 
chapter concludes with a summary of the issues discussed.
5.1 Aims of research and research questions
The aim of this research is to systematically examine the socio-cultural 
explanations postulated to explain choice-making between WSM and TM in 
Ghana, in order to assess the relative plausibility of explanations centred on 
cultural beliefs on the one hand and explanations centred on socio-economic 
and material factors on the other hand. Results from such a study may not only 
contribute to the current sociological understanding of how such choices are 
made but may also provide useful data to inform health policy makers as to how 
to respond to the promotion or regulation of the two distinct types of medicine in 
the pluralistic medical context in rural Ghana.
Thus, the questions the research in rural Ghana seeks to answer are:
• What explanations are put forward for people’s choice-making between 
WSM and TM?
• Are explanations of choice-making between WSM and TM based on 
cultural beliefs and beliefs of causation of illness more important than 
explanations based on socio-economic and material factors?
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• How important are explanations based on demographic and 
geographical factors?
5.2 Research design
Punch (1998) raises four questions about research design that need to be 
addressed: first, the selection of a broad research approach; second, the choice 
of conceptual framework; third, the choice of sampling method; and fourth, how 
to gather the required data. These issues are discussed in the order of: type of 
research method; conceptual framework; sampling; and details of methods of 
data collection.
5.2.1 Research method
Traditionally, social research is divided into two broad approaches: quantitative
and qualitative, but some studies may use a blend of these two approaches
(Gilbert 1993, Punch 1998). Polit and Hungler (1996: 15) provide the following
definitions of quantitative and qualitative research.
“Quantitative research involves the systematic collection of numerical information, 
often under conditions of considerable control and the analysis of that information.
[While] qualitative research involves the systematic collection and analysis of more 
subjective narrative materials, using procedures in which there tends to be a 
minimum researcher-imposed control.”
However, Maxwell (1996) notes that there is more to the contrast of qualitative 
and quantitative methods than simply different ways of doing the same thing. 
These two approaches address different research questions and purposes. 
Each approach has its own strengths and limitations. Therefore, choosing 
between them or using them together constitutes a major research decision and 
requires thoughtful consideration.
5.2.2 Rationale for adopting a quantitative approach
The choice of research method should reflect the purposes of the research. In
this respect, Punch (1998) suggests that the first step is for the researcher to 
clarify the objectives of the research, for example, whether the research sets 
out to test, verify, build or generate theory. According to Punch, this distinction 
usually correlates with the type of research method used and he writes:
“Quantitative research has typically been more directed at theory verification, while 
qualitative research has typically been more concerned with theory generation.”
(Punch 1998: 16)
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In relation to the present research, the purpose is more directed at theory 
verification than generation because there are quite a few explanations in the 
literature, as demonstrated in chapter 4, that claim to explain choice between 
WSM and TM. What is not clear or known is, which of these identified or 
speculated explanations best account for the choice-making between WSM and 
TM? Or the relative importance of the different explanations postulated, in the 
rural Ghanaian context.
A key aim of the research was to test two of the explanations, to ascertain 
which of the two best accounts for the Ghanaian situation. One set of 
explanations centred on cultural beliefs and beliefs of illness causation, and the 
other set of explanations centred on socio-economic and material factors. A first 
step towards achieving this aim required the locating or construction of 
indicators, to capture the concepts underlying the two explanations. A second 
step required the administration of the located or designed questionnaire to 
collect data, which validly measured the concepts involved in the two 
explanations, to compare them to find out which one better explained people's 
choice-making.
Based on the rationale provided above and the need to be able to generalise 
the findings to the entire Sekyere West District (SWD) in the Ashanti Region of 
Ghana, a quantitative approach was chosen as the research method. Having 
made that decision the next logical question was, what type of quantitative 
research?
5.2.2.1 Analytic survey
Oppenheim (1992: 21) describes an analytic survey as follows.
“The analytic relational survey is set up specifically to explore associations  
between particular variables. Its design is in m any w ays sim ilar to that of 
the laboratory experim ent, it is usually set up to explore specific hypothesis.
It is less oriented towards representativeness and m ore tow ards finding  
associations and explanations, less towards descriptions and enum eration  
and m ore tow ards ‘how often’ than ‘w hy’ and ‘w hat goes with w h at’.”
Since the research aimed to ascertain which of the postulated explanations best 
accounted for choice-making between WSM and TM in the Ghanaian context, 
there was the need to locate or carefully develop, indicators which capture the
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essence of the concepts central to the various explanations and to gather data
on them to measure and assess their relative importance. In this context, the
analytic survey was judged to be more appropriate than a descriptive survey.
Moreover, the analytic survey allows for the importation of the logic of
experimental research to guide the study and to provide sound scientific
rationale (Punch 1998, Oppenheim 1992). Punch (1998: 78) writes,
“The logic of correlational surveys is based on the logic behind experimental 
design. Because we can rarely experiment, research methodologists have applied 
the principles of experimental reasoning to the non-experimental research 
situation, developing logically equivalent non-experimental designs for those 
situations where variation occurs in the independent variables of interest, but 
where it is possible to manipulate or control that variation for research purposes.”
5.2.2.2 Interviewer-administered survey
The decision to use an analytical survey required the consideration of what
method to use in relation to data collection. According to Jackson and
Furnhnam (2000: 73),
“When deciding upon survey method, the essential choice confronting the 
researcher is to decide between postal surveys, interview surveys and computer 
administered surveys... interview surveys can be direct (face-to-face) or indirect 
(telephone or video-link).”
If a survey is the chosen option, then the researcher has to decide on which 
type of survey to use.
The postal and telephone systems in rural Ghana are at best poorly developed 
and at worst not in existence in very remote parts. Sekyere West District, the 
fieldwork site (figures 5.1 and 5.2), is in rural Ghana. Outside the district 
capital, Mampong, there are no landline telephones. Though currently under 
expansion, the cell network coverage in the district is dotted around five towns, 
Mampong, Nsuta, Kwamang, Beposo and Atonsu, where reception is poor. 
Poor reception and coverage aside, mobile phones are expensive to buy and 
lines expensive to rent. The postal system reflects the same pattern. Mail has to 
be picked up from Mampong or Nsuta by volunteer teachers or individuals who 
happen to travel to these towns. Hence, the rehearsed advantages of speed, 
low cost and accuracy of telephone and postal methods of data collection 
(Jackson and Furnham 2000) were not applicable in rural SWD in Ghana, the 
fieldwork site of the research.
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Figure 5.1
Map of Ghana showing Ashanti region
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Most of the population in the SWD, both literates and illiterates alike, as in most 
rural areas in developing countries, are not used to self-completion 
questionnaires. Consequently, postal, telephone or self-completion 
questionnaires were ruled out. Respondents needed to rely on interviewers to 
read the questions to them and to record their responses. Therefore, a face-to- 
face interviewer administered method of data collection was employed.
5.2 2.3 Cross-sectional design
In cross-sectional design surveys:
“W e collect measures from at least two groups of people at the one point of time 
and compare the extent to which the two groups differ on the dependent variable.”
(De Vaus 1996: 40)
The main advantage of cross-sectional design surveys is that they are practical, 
relatively economical and easy to manage (Polit and Hungler 1996). For these 
reasons, the researcher employed a cross-sectional approach to data 
collection. The data collection period was mid-March to mid-July 2004. 
Moreover, cross-sectional design is the most common type of design used in 
surveys and questionnaire research (Jackson and Furnham 2000).
A major limitation of a cross-sectional study is that, because it does not have a 
time dimension, using it to look for causal influences raises some questions. 
This limitation becomes more important, especially, when a key objective of a 
study, as in this research, is to look for causal influences. However, De Vaus 
(1996) suggests that although a cross-sectional design cannot be used to 
demonstrate causal influences, it can attempt to examine for causal influences 
by statistical elimination of differences.
5.2.2.4 Survey in a developing country
Another consideration that had to be addressed was the application of a survey 
in a rural area of a developing country. The issue here was the identification 
and familiarisation with common problems associated with conducting surveys 
in rural areas. The aim was to learn how to handle manageable problems and 
identify problems which, if not solved, could have led to a complete abandoning 
of the methodology. Similar considerations were the central concern of the book
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"Social Research in Developing Countries,” edited by Bulmer and Warwick 
(1983), which extensively examined debates surrounding surveys in developing 
countries. It became clear that several studies have identified issues which limit 
the conducting of surveys in developing countries. The issues identified include 
cultural differences, unfamiliarity with research, suspicion about the purpose of 
research, lack of comprehension and applicability of questionnaire, 
unavailability of competent interviewers congruent with respondent 
characteristics, unavailability of adequate sample frames, and the need for 
elaborate fieldwork logistics (Bulmer 1983a, Zarkovich 1983). The emphasis 
placed on these concerns makes it appear as if conducting a survey in a 
developing country is an impossible endeavour.
However, Bulmer and Warwick draw attention to successful surveys conducted
in developing countries in the 1970s, under the guidance of central research
staff located in London and others conducted in India:
“A good case could be made that the problems encountered in those countries, are 
not so much unique as more frequent, more severe, and intractable than those 
elsewhere.... The distinctive feature of survey research in the developing countries 
is not the presence of this difficulty but its prevalence and severity.” (Bulmer and 
Warwick 1983: 145)
Therefore, noting the problems which may affect the undertaking of surveys in
developing countries and finding solutions to them, should be seen as essential
when conducting surveys in developing countries, but not as methodological
problems, which necessitates discarding the use of survey methodology in
these parts of the world. Bulmer notes:
“Moreover, many of the problems of sample surveys, including lack of 
comprehension by local respondents, suspicion about the purpose of the research, 
distortions in responses, repeat themselves in different form in the observational 
study.” (Bulmer 1983a: 18)
5.3 Conceptual framework
Developing a conceptual framework allows a researcher to clarify the prior 
knowledge he or she has and to ascertain the range of existing knowledge in 
the area of study and the gaps, if any, that exist in that field, in order to focus 
that study (Polit and Hungler 1996). Where a study is quantitative and the aim 
is to examine the relative importance of two or more types of explanation,
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presenting a conceptual framework which shows the relationship between the
various types of explanations is useful.
“In quantitative research, where well developed research questions are typical, the 
conceptual framework is common, usually in diagram form. The diagram(s)’ will 
typically show the variables, their conceptual status in relation to each other and 
the hypothesised relationship between them.” (Punch 1998: 57)
This research aims to examine the relative importance of explanations 
advanced as accounting for people’s choice between WSM versus TM. A model 
of the explanation of factors which may influence the choice of type of medicine 
based on the review of the literature, is provided in figure 5.3. This model is a 
development on Kroeger’s (1983) model presented in figure 3.1. It includes the 
specific items that form indicators of each broader concept under the various 
explanations.
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Figure 5.3
Proposed Model of Factors influencing Choice of Type of Medicine: WSM
versus TM
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5.4 Pre-pilot and pilot
A pilot study is a planned preliminary research, the purpose of which is to test 
certain aspects of the research that are not clear in a study, or to test the 
researcher’s plans on the ground (Oppenheim 1992). Each pilot study may 
have its own objectives. The objectives of the pre-pilot visit and the pilot of this 
study were fourfold. First, to identify local literature and other sources of 
information on the topic, and to negotiate smooth and proper entry into the field 
site community before the main interviews started. Second, to recruit would-be 
interviewers and provide them with some training. The third objective was to 
ensure a proper translation of the English version of the questionnaire into an 
Asanti Twi version. Fourth, to assess how the wording of the translated version 
of the questionnaire would reflect the local context, and how the rural 
community, unused to survey questionnaires, would respond to this survey. 
Consequently, a pre-pilot visit (January - February 2002) and a period of a pilot 
work (July - October 2003) aimed at achieving these objectives were 
undertaken.
The researcher achieved two objectives with the pre-pilot visit. First, the 
researcher gained access to literature and other sources of information in 
Ghana, which would have otherwise been extremely difficult to obtain. Second, 
though the researcher is a native of the field site community, he had been away 
for over 20 years living in Europe. Therefore, he used the pre-pilot visit and the 
fact that he was one of the early students of Nsutaman Secondary, a 
community secondary school in the field site, to reacquaint himself with some of 
his old schoolmates and family connections to avoid becoming a native 
stranger. This enabled the researcher to lay the groundwork for access 
negotiation into the community and the identification of potential sponsors 
(individuals well placed in a field site community and willing to help a researcher 
in whatever form a researcher sees fit in the context of lawful and ethically 
acceptable manner), informants and interviewer-recruits for the pilot stage and 
actual study.
The pilot work achieved three main objectives. The first was the consolidation of 
contacts and finalizing the recruitment of interviewers. For example, during the
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pre-pilot visit the researcher was informed by two separate sources that a 
teacher he wished to recruit as an interviewer was known to have overtly 
aligned himself to a faction of the Nsuta Royal family, plotting to remove the 
current Nsuta Hene (chief). Consequently, that teacher was dropped as a 
would-be interviewer on the pretext that he was a Seventh Day Adventist whose 
church obligations prevented him from conducting interviews on Saturdays. This 
was in line with Hershfield et al.’s (1983) advice that researchers should avoid 
associating themselves with controversial persons on the field.
The second was the negotiation of formal access to the field site community 
and gaining support of some key opinion leaders for the study see section 
(5.6.5 on field site entry). The third was the development, translation and 
assessment of the comprehensibility of the questionnaire, by the interviewer- 
recruits (see section 5.6.1) and those on whom the questionnaire was tested.
5.5 Sampling
This section describes the fieldwork site of the research and discusses 
sampling issues in the context of the fieldwork site. It describes the sample size, 
how it was determined and selected, and indicates that a three-stage sampling 
procedure was employed. It shows that in the first and second stages of 
sampling, a lottery was used to select clusters of electoral areas and polling 
stations respectively. Then in the third stage, systematic sampling was used to 
select individual respondents from the respective polling stations.
5.5.1 Field site description
The fieldwork site is the Sekyere West District (SWD) in the Ashanti region (see 
figures 5.1 and 5.2), which is in the forest belt, bordering the savannah 
grassland of Ghana. The district has an urban character around the district 
capital, but it is mainly a rural area. There are about seven tertiary schools in 
Mampong, the district capital. This includes 3 secondary schools, 2 teacher- 
training colleges, a Nursing school and an off-site University campus for one of 
the main Universities in the country. Mampong has a high court and a 
magistrate court. One of the main roads linking the south and north of the 
country passes through it.
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The district boasts four seats on the council of chiefs of the Ashanti tribe, 
occupied by the Mampong-Hene (chief singular), Nsuta-Hene, Bepso-He/?e and 
Kwamang-Hene (the paramount chiefs), respectively. The first two paramount 
chiefs are co-founders of the Ashanti confederacy, which evolved to become 
the Ashanti Kingdom. The Ashanti Kingdom was the dominant kingdom in the 
territory, which became the Gold Coast and a British colony following the 
partition of Africa in 1844 and became Ghana following independence in 1957.
The target population for the present study is adults age 18 and above in the 
Sekyere West District (SWD); and the 2000 electoral register of the district 
formed the sampling frame. The problems associated with the use of electoral 
registers as sampling frames, such as the exclusion of those who turned 18 or 
died or migrated just after the compilation of the register, individuals who for 
whatever reason chose not to register to vote, i.e. disinterest in politics, fear that 
the register might be used for taxes, checking immigration status etc. (Arber 
1993) are noted. These problems, associated with the use of an electoral 
register as a sampling frame, are a general phenomenon and not peculiar to 
Ghana or for that matter SWD. For example, in the UK, Arber (1993) points to 
the under representation of young adults and newly arrived immigrants on the 
1990 electoral register, which followed the introduction of the notorious Poll Tax.
But Bulmer and Warwick have noted that problems associated with the use of
an electoral register as a sampling frame are more accentuated in developing
countries, including Ghana (Bulmer 1983b).
“In developing countries such extensive information is either not available at all or 
where it is available it is subject to considerable degree of error. In practice the two 
types of difficulty merge into one another, since incomplete or inaccurate 
information ... is often as misleading or more misleading than no information at all.” 
(Bulmer 1983b: 93)
However, the background to the compilation of the 2000 Ghanaian register, at 
least in the SWD district, provided an additional incentive for most people of 
voting age to have their names on the register. The National Democratic 
Congress party (NDC), evolved from a military dictatorship government, headed 
by John Jerry Rawlings who had been a leader of two coups in 1979, under the 
Armed Forces Revolutionary Council (AFRC) and in 1981, under the Provisional
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National Defence Council (PNDC). However, when constitutional democracy 
was re-established in 1992 and multiparty politics resumed, the NDC led by 
Rawlings won the 1992 and 1996 elections. Scepticism about the transition 
from a dictatorship to multi-party democratic elections, in which the then military 
government (PNDC) organised the transition, whilst overtly competing against 
other parties under the banner of NDC, meant that, “parliamentary elections 
were boycotted in 1992 by the opposition” (Kiley 1995: 38). In practical terms, 
given the apathetic climate in which the first two elections were conducted, the 
adequacy of the electoral register used in the 1992 and 1996 elections was 
subsequently called into question.
The opposition parties, mainly the New Patriotic Party (NPP), campaigned for 
the reopening of the electoral register upon which the 1992 and 1996 elections 
were fought, arguing that there had been an under-registration in areas such as 
the rural areas in the Ashanti region including Sekyere West, where there was 
no support for the NDC party. The district’s most famous politician, General 
Akwasi Amankwaa Afrifa, head of state of Ghana from 1967 to 1969, a native of 
Krobo, was killed by Rawling’s AFRC in 1979 by firing squad. Also, General 
Acheampong, head of state of Ghana from 1972 to 1978, was killed by firing 
squad by Rawling’s AFRC. Fostina Acheampong, the district’s most famous 
lady, was married to General Acheamnpong when the latter was the head of 
state of Ghana. In Ghana, political support for parties and candidates is more or 
less manifestly divided along village folk, town folk, tribal and ethnic lines.
Consequently, when the Ghanaian electoral register was opened in 2000 and 
the NPP called on all eligible voters to register their names, most people in the 
Ashanti region and particularly the SWD, heeded to the call. The success of 
getting most people on the register in NPP dominated areas such as the SWD, 
partly accounted for the NPP’s national electoral success in winning the 2000 
elections, thus suggesting there was a strong incentive for most people of 
voting age in the district to have their names on the register. However, the 2000 
Ghanaian electoral register became out of date in early 2004 while the research 
was in progress. Having located a sampling frame the next step was to
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determine the sample size and then apply the chosen sampling method to 
select the sample.
Other considerations in relation to sample selection included the practicality of 
travelling across the district, the financial cost and the time involved (De Vaus 
1996). The road network is poorly developed in some parts of the district and in 
such areas travelling is mainly by foot. Furthermore, even in some parts 
accessible by lorries and cars, public transport runs only once a day or less 
often and in certain parts the frequency of such public transport is only every 
few days or weeks, dependent on how badly the rainy season affects the roads.
5.5.2 Sample size determination
The determination of a sample size for any study depends on two key factors,
first, the degree of accuracy required for the sample; and second, the extent to
which there is variation in the population with regard to the key characteristics of
the study (De Vaus 1996, Arber 1993). How representative a sample is can be
expressed in terms of the standard error, which in a simple random sample is
inversely proportional to the sample size (Arber 1993):
“The larger the sample, the more representative of the population it is likely 
to be. Smaller samples tend to produce less accurate estimates than larger 
samples” (Polit and Hungler 1996: 240)
However, a representative sample is not solely determined by the sample size,
though this is important. Therefore, ensuring that the sampling method
employed is a probability method and that anticipated subgroups, which relate
to certain key variables in the study have sufficient cases, are equally important
(De Vaus 1996). The determination of the sample size for this study was guided
by the following advice:
“In practice a key determinant of sample size is the need to look separately at 
different subgroups. Make sure that the sample is sufficiently large so that when it 
is broken down into separate subgroups (e.g. age, class, sex) there will be 
sufficient number in each. As a rule of thumb [one has] to ensure that the smallest 
subgroup has at least 50 to 100 cases. Of course desired accuracy is not the only 
factor in working out the sample size: cost and time are also key factors. The final 
sample size will be a compromise between cost, accuracy and ensuring sufficient 
numbers for meaningful subgroup analysis.” (De Vaus 1996: 73)
The researcher aimed to select a sample size of 800. It was hoped to obtain an 
85% response rate, and thus 680 responses. The targeted sample size was to
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allow for non-response and spoilt questionnaires. Though ambitious, 
Wadsworth (1995) and De Vaus (1996) have noted that such a high response 
rate is not uncommon with face-to-face interviews in developing countries. 
Further, Bulmer and Warwick (1983) argue that when proper negotiation of 
access and other aspects of respondent management are properly observed in 
rural areas in developing countries, higher response rates are achievable than 
in urban centres.
5.5.3 First and second stages o f sampling
As indicated earlier a three-stage sampling procedure was used. In order to
limit the cost of travelling across the district and to manage the resources
available to the researcher (De Vaus 1996, Seale and Filmer 1998), in the first
and second stages a lottery was used to select clusters of electoral areas and
polling stations respectively. Cluster sampling is sometimes referred to as
multistage sampling due to the process involved:
“In cluster sampling, there is a successive random sampling of units. ...
The usual procedure for selecting a general sample of citizens is to sample 
successively such administrative units as states, cities, districts, blocks, 
and then households [or individuals].” (Polit and Hungler 1996: 239)
The 2000 Ghanaian electoral register divides the SWD district (appendix A) 
into two constituencies, Sekyere West Mampong (SWM) and Sekyere West 
Nsuta-Kwamang (SWNK), which contain 27 and 21 electoral areas respectively, 
thus a total of 48 electoral areas. Each of the 48 electoral areas has between 2 
and 14 polling stations. The total number of persons on the SWM register is 
44,042 and the corresponding total number on the SWNK register is 35,441 
(The Electoral Commission [Ghana] 2000). A simple lottery was used: first, to 
select 12 electoral areas (clusters); and second one polling station from each of 
the initial 12 clusters (selected electoral areas). A thirteenth (rural) electoral 
area (Domi No. 1) was judgementally selected from which a polling station was 
selected by lottery. This was to increase the representation of one of the very 
remote areas of the district.
5.5.4 Third stage o f sampling
In the third stage, systematic selection was used to select the required sample 
from each of the thirteen clusters of polling stations. The population size of the
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13 selected polling stations was (N) = (6615) from the electoral register. To 
attain a sample size (n) = 800, the sampling fraction would be (800 / 6615), 
which is roughly (1/8). Therefore, a sampling interval = 8, was used and a 
random start = 5 was selected. In each of the 13 polling stations, the 
researcher went through the electoral register and selected the (5th) name on 
the register then the 13th, 21st, 29th, 37th, and so on until the total number 
required in that polling station was achieved, and then moved on to another 
selected polling station.
Table 5.1
SAMPLE SELECTION FROM 13 ELECTORAL AREAS IN SWD
Polling Number of Number of
Station Electors in Electors in
Electoral Area Polling Station (PS) Reference (PS) Sample
Amoamang Fawomang F164004 412 50
Beposo East Boama Kwabi F163502 553 67
Mpantuase Bima L/A F164502 231 28
Domi No1 Domi L/A F164701 236 29
Gyeduako JSS Aframso Rd F164204 403 49
Bonkrong Gyetiase L/A Middle F163003 523 63
Krobo Temporary Boot F161401 553 67
Kwamang North Anglican Primary 2 F163903 550 66
Mampong Domi Domi Primary F164701 210 26
Mampong (Tuns) Tunsuom SDA Mid F160301 982 118
Mampong (Newt) Newtown Aham Prim F160603 983 119
Asuo-Afram Nkudua L/A Prim F164101 492 59
Nsuta (Hemang) Presby Middle F162802 487 59
Total 6615 800
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004(CTMS)
This procedure continued through all the 13 selected polling stations until the 
proposed sample size of 800 was reached. This ensured that the selected 
sample was representative of the polling stations selected from the 13 electoral 
areas and reasonably representative of the district. Table 5.1 above shows the 
names of the sampled electoral areas and polling stations, the station reference 
number, the number of people on the electoral register of the respective polling 
stations and the number sampled for the interviews (see appendix A). Also, 
see map (Figure 5.2) for the corresponding names of towns and villages, which 
formed the clusters.
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5.6 Data collection
This section discusses the questionnaire design, ethical considerations, 
interviewer recruitment and training, field site entry and method of data 
collection.
5.6.1 Questionnaire design
Against the background of the problems of conducting surveys in developing 
countries discussed in section 5.2.2.4, an important issue in the design of the 
questionnaire was comprehensibility. Suggestions on questionnaire design 
provided by De Vaus (1996: 83-85), a sixteen question check list, were used as 
a guide to design the questionnaire (see appendix B). Also, to aid 
comprehension of the questionnaire, Iyengar’s (1983: 173) advice on the need 
to ensure “linguistic equivalence” in situations where an instrument is originally 
developed in a different language from the language of the target population 
was observed.
To improve the comprehension of the questionnaire, the questions were 
phrased to suit the target population, for example, (appendices C and D, 
Q.74). This was because knowledge of an individual’s exact age is not common 
in areas where literacy is low and birth registration, at least, among the older 
generation is poor to nil, as in the field work site. Also, see the discussion on the 
question about family size in section 6.2.1.
To ensure ‘linguistic equivalence’, three steps were taken. First, the 
questionnaire was read to twelve people who were bilingual in English and 
Asante Twi for their understanding of the English version. They were asked to 
translate the English questions into Asante Twi. Questions whose meanings 
were not clear to one of them were read to two others to find out if they too did 
not understand those questions. If one of the two also did not understand, then 
that particular question was rephrased and read to two others to find out how 
they understood them. In all, the questionnaire was read to 12 such people 
whose comments were very helpful.
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Second, the questionnaire was given to the Bureau of Ghana Languages in 
Accra to translate the English version into Asante Twi. This bureau provides 
translation for the UN, WHO and other agencies’ education programmes and 
research questionnaires into other Ghanaian languages. The Asante Twi 
section did the translation. Because Asante Twi is the researcher’s first 
language, he was able to identify the wording of certain questions, which had 
the potential to convey more than one meaning and changes were made 
accordingly.
Third, during the pilot work and the interviewer training sessions, interviewer 
trainees and some local people were used to find out how the Asante Twi 
wording of the questions in the questionnaire reflected local use and the general 
understanding of the questionnaire.
“A thorough knowledge of the local language is useful for understanding the
connotations of words.” (Peil 1983: 86)
This led to the identification of quite a few words and phrases which had 
different connotation and other questions whose meanings were completely 
different from their intended meaning in the English version. Those concerns 
were brought to the attention of the Bureau of Ghana Languages for discussion 
and subsequent corrections were made accordingly.
Later, the researcher bought Asante Twi software and made subsequent minor 
changes to the Asante Twi version of the questionnaire himself according to the 
suggestions of the trainee interviewers, whose role in that sense was more of 
experts on the local use of Asanti Twi than interviewer trainees. The agreed Twi 
wording, which conveyed the English content of the questionnaire, was used in 
the final Asante Twi version of the questionnaire.
The questionnaire had 13 sections (see Appendices C and D), which covered 
themes, including: general issues of concern to respondents when choosing 
between WSM and TM; sources of medicine to respondents; access to 
medicine; perception of and attitudes towards the providers of the different 
types of medicine; choice of medicine in specific illness situations; respondents’ 
general beliefs and beliefs of illness causation; views on the influence of people
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close to the respondent on their choice making; influence of religion and 
financial cost on choices of type of medicine. In addition, section 12 asked 
respondents to compare certain key influences, by ranking them, alongside 
each other (Q69a-h). Section 13 asked about the respondents' background and 
socio-economic characteristics.
5.6.2 Ethical considerations
“All social research involves ethical issues” (Punch 1998: 281). [This is particularly 
so] “when humans are used as subjects in scientific investigations -  as they 
usually are [in social research] -  great care must be exercised in ensuring that the 
rights of those humans are properly protected.” (Polit and Hungler 1996: 117)
Where to focus the exercise of care in order to ensure proper ethical standards 
in a piece of research is not easy to demarcate, because of the specificity of 
ethical issues in different research situations. Polit and Hungler (1996) draw 
attention to broad areas of ethical concerns, which include beneficence, respect 
for human dignity and justice.
V
More focused areas of ethical concerns for social researchers, are suggested
by Fontana and Frey (1994), Punch (1994) and Oppenheim (1996). Fontana
and Frey emphasise the need to obtain informed consent from would-be
respondents, to ensure respondents’ right to privacy, protection from harm and
the protection of their identity. These same areas of concern, are reiterated by
Oppenheim, who notes:
“The basic principle governing data collection is that no harm should come to the 
respondent as a result of their participation in the research” (1996: 83). “The 
respondent’s right to privacy and the right to refuse to answer certain questions or 
to be interviewed at all should always be respected, and no undue pressure should 
be brought to bear on the respondent.” (1996: 84)
Consequently, ethical issues were considered in this research. The research 
conformed to the guidelines produced by the British Sociological Association 
(British Sociological Association 2000) and the Social Research Association.
Practical steps were taken to ensure that ethical issues were observed. First, 
clearance was sought from the National Ethical committee in Ghana where the 
fieldwork took place, see appendices E, F and G for the documentation. 
Second, as suggested by Oppenheim (1996) and Punch (1994) the front page
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of the questionnaire contained information about the following: purpose of the 
study; request for consent from would-be respondents; assurance of 
confidentiality of respondents; and the ability of would-be respondents to refuse 
to participate at no cost to them. This was read to respondents before each 
interview began. During the piloting, it was realised that respondents were 
prepared to offer verbal consent, but would not sign any form of documentation. 
They appeared content with endorsement of key gatekeepers - chiefs, village 
elders etc and opinion leaders see, section 5.6.5.
Most importantly, interviewers were trained to observe the above and treat 
respondents with the utmost respect. The interview times were always arranged 
at the convenience of respondents and followed suggestions by village elders. 
Traditional resting days and communal labour days were taken advantage of, 
which limited any disruption to daily chores of respondents. Also, interviewers 
were instructed to inform respondents at the start of an interview that if they 
wished they could withdraw from an interview at any time during the course of 
the interview (Creswell 1994).
Another ethical issue, which had to be properly dealt with, was the need to 
respect local practices, such as formal traditional self-introduction to the 
paramount and village chiefs and village assembly authorities. So far as ethical 
issues were concerned, these had direct relevance and practical utility in the 
field and are discussed under section 5.6.5 on ‘field site entry’.
5.6.3 Interviewer recruitment
Regarding suitable interviewers, Polit and Hungler (1996) suggest that 
recruitment should reflect experience of interviewing, congruence with sample 
characteristics, unremarkable appearance and availability. Perhaps the most 
difficult among these points that a researcher can affect is congruence. In 
relation to developing countries, Bulmer (1983c) advises that native interviewers 
are better options in respect of achieving respondent and interviewer 
congruence, but warns that interviewers should not be assigned to interview in 
their own villages or closely proximate villages in order to achieve a necessary 
detachment. In Ghana, there has been a diversity of people who have been
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employed to conduct survey interviews successfully. These people include 
teachers, university students, extension agents, and locally unemployed people. 
Attention has been drawn to the potential elitism of undergraduates who may 
have difficulty in adjusting to the characteristics of poor rural respondents 
(Bulmer 1983c). Therefore, my task as a researcher was to carefully recruit and 
provide the potential interviewers with suitable training.
Based on this advice, three local teachers and three unemployed Sixth Form 
leavers, who had done varied clerical work in different cities and had returned to 
live in their villages or towns, were recruited. Bauman and Warwick (1983) have 
found that educated unemployed persons serve as good interviewers when 
properly trained. Interviewers were not assigned to interview in their own, or in 
their immediate neighbouring, villages or towns. However, all the interviewers 
and the researcher attended the formal village or town entry procedures (see 
section 5.6.5). The purpose was to win the confidence of the villages or towns 
we visited by having someone in the research team that either came from the 
particular village or town or the immediate locality.
5.6.4 Interviewer training
In studies where other persons in addition to or other than the researcher would 
partake in the data collection, the need to train would-be interviewers became 
imperative. In addition, where the interviewer(s) is not experienced in 
interviewing, then the training needs to cover not only the procedures specific to 
the study at hand but also how to conduct interviews (Polit and Hungler 1996). 
Areas that the interviewer training covered included the interviewer avoiding 
being conspicuous, issues raised by De Vaus (1996) under ‘quality of 
respondents’ answers’ (pages 114-116) and an adapted list of items identified 
by Polit and Hungler (1996: 266) in a training manual (see appendix H).
Seven full days training was organised for the interviewer recruits. The 
researcher used an interviewer-training guide suggested by Polit and Hungler 
(1996) and followed the advice given by De Vaus (1996). On the first day, the 
interviewer recruits were oriented to the questionnaire, especially the meaning 
of the questions in Asanti Twi version. The interviewer trainees’ views on the
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meaning of the questions were solicited. Their suggestions in conjunction with 
those of other educated local people were very helpful and resulted in changes 
to some questions.
On the second day, the trainee interviewers were taken through items one, two 
and six in the training manual (see appendix H). On the third day, they were 
taken through items three and four. On the fourth day, they were taken through 
item five and undertook mock interviews of the questionnaire among 
themselves, after which they were given the opportunity to watch the researcher 
interview one of them. On the fifth day, trainees observed the researcher 
interview two of four interviewees invited to the training site. Two trainees were 
then given the chance to interview one each of the two remaining interviewees. 
Later, the four interviews were discussed among the trainees, and the 
researcher. Issues that went well were complimented and those that did not 
were noted. How to improve on the issues that did not go well were discussed 
and changes made as a result. The sixth day was used for practice interviews 
on three people each, by all the six interviewer-recruits, and these were 
discussed on the seventh day. These mock interviews were conducted in a 
village, close to Nsuta, which was not a sampled village. Also, on the seventh 
day, supervision arrangements of at least once a week were agreed. 
Supervision arrangements tied to the collection of stationery, interviewee tokens 
and money for transportation or arrangements for dropping or picking up in a 
four-wheel car at an agreed village were discussed, as well as notification of 
emergencies.
In summary, the principal researcher achieved the following objectives in the 
training.
e Clarified the objectives of the survey and the importance of the data 
to be collected.
e Ensured that interviewers understood each question and how to 
record answers.
e Emphasised the importance of collecting reliable and valid data
e Gave practical suggestions on how to locate sampled individuals.
• Gave practical suggestions on how to solicit respondents’ 
cooperation in order to collect accurate data.
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• Gave instructions on the frequency of supervisory meetings, when 
to return completed questionnaires, how to report emergencies 
and agreed travelling arrangements.
Two of the teacher interviewers were dropped because of a delay of the 
planned start date of the interviews by almost four weeks. This delay meant that 
a crucial holiday period, which the teacher trainee-interviewers could have 
utilised for a significant number of the interviews, was lost. Also, one of these 
two teacher interviewers had been suspected of completing some of the 
questionnaires himself during the piloting phase, in order to keep for himself the 
five boxes of matches or a cake of Lux soap which were provided for 
interviewees per completed questionnaire (see section 5.6.7). The pretext for 
retaining one of the teachers was that he had a bicycle and could travel on it to 
conduct interviews after school. In the end, four interviewers and the researcher 
collected the survey interview data.
5.6.5 Field site entry
A carefully planned fieldwork site entry does not only help to address aspects of 
ethical issues, but serves as a proper negotiation of access into the fieldwork 
community and lays the basis for the acceptance of the researcher into the 
world of the subjects. Prior knowledge about the community is important but 
where the researcher lacks knowledge about the power structure, leaders, 
opinion leaders, norms, behaviour, local conflicts etc. it is advisable for him/her 
to try and gain that knowledge at the earliest given opportunity. An improper 
approach in relation to any of the issues identified above may potentially 
hamper the data collection or threaten the research as a whole. This must 
precede the formal introduction of the researcher and interviewers to the 
community, or be accomplished shortly after the formal introduction (Hershfield 
et al. 1983). Hence, a key objective of the pre-pilot visit and pilot work was to 
address this concern.
A key aspect of the formal introduction into the fieldwork site community is not 
only to inform the community about the intended survey and clearly spell out its 
objectives, purpose and possible benefit of the study to the community, but also 
to allay any suspicions and misconceptions that the research may generate.
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“Suspicion of outsiders is likely to be greater in rural areas where almost 
everyone is illiterate than in heterogeneous cities.” (Peil 1983: 78)
Wild misconceptions about surveys have been reported in rural areas in
developing countries, such as India, Jamaica, Pakistani and Columbia, with
negative consequence for the response rate or a disastrous consequence on
the research as a whole.
“Some of the most fantastic and bizarre fears and suspicion can be created by 
rumours concerning the interviewer’s reasons for being in the village." (Hershfield 
et al. 1983: 245)
For example, a fertility survey in rural Pakistan was rumoured, among other 
things, to be a project to give women injections to stop them from having 
children. Also, a project in Columbia was rumoured to be an exercise where 
children were going to be ground up for sausage meat. In the latter case, the 
project was completely ruined (Hershfield et al. 1983).
Therefore, a carefully planned fieldwork site entry was undertaken. Three local 
teachers were recruited as potential interviewers and were part of the team that 
travelled to the towns and villages for the formal community entry formalities. 
One of them was a headmaster another a former sports organiser, and the third 
an ordinary teacher. Their inclusion had an advantage of gaining the confidence 
of their counterparts, who in turn favourably explained the research to their 
respective village elders. However, only one teacher was retained as an 
interviewer for the actual data collection.
The District Assembly, being the political and administrative structure for the 
area, was the first to be formally informed about the research. The researcher 
and the would-be interviewers went there in person and formally introduced the 
research and themselves to the District Coordinator and handed to him a formal 
notification letter, written on the researcher’s university headed paper, together 
with a summary of the research proposal (see appendices F and G). That 
process ensured official legitimacy. Also, the Members of Parliament in the area 
were formally notified of the research. In all cases, gaining the confidence of the 
local community and respondents was most important.
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The Amanhene (plural) paramount chiefs of the district were the second point 
of access. There are four paramount chiefs, Omanhene (singular) of Mampong, 
Omanhene of Beposo, Omanhene of Nsuta, and Omanhene of Kwamang. All 
four have seats at the Asante Hene’s council of chiefs. Three miles separate the 
capitals of Nsuta and Mampong paramount areas, and there is an historical 
rivalry between them. Also, there is rivalry between Nsuta and Beposo. The 
most recent clashes between Nsuta and Beposo occurred in January 1996 and 
resulted in gun or machete caused deaths of 13 people.
Therefore, care had to be taken not to upset any of the paramount chiefs by the 
manner of the researcher’s formal introduction to them. The order of 
introduction to them was first Mampong, followed by Beposo, Nsuta and 
Kwamang. Since Mampong was the district capital and the site of Mampong 
Omanhene’s palace, Mampong Omanhene was the first to be visited. The 
reason being that the researcher could explain that he called on Mampong 
Hene first as a matter of convenience and not for any perception of his 
importance in the hierarchy of chiefs. Again, convenience could be offered as 
the reason for visiting Beposo second. Moreover, Nsuta Hene happens to come 
from the researcher’s mother’s village and Kwamang Hene from his father’s. 
Consequently, Nsuta Hene and Kwamang Hene were likely to listen 
sympathetically to the researcher if any query had arisen as to the rationale of 
the sequence of visits to the paramount chiefs.
To each of the four paramount chiefs, two bottles of imported schnapps and 
100,000.00 cedis (£6 United Kingdom currency) were offered at a small 
gathering of elders, through the Okyeame (a chief’s spokesperson) to formally 
introduce the researcher, the study and the interviewers. Village or town 
Assembly members were always invited to be present at the formal introduction 
meetings. A similar procedure was followed in all the sampled towns and 
villages. Except that, instead of two bottles of imported Schnapps, each Odikro 
(village chief) was offered two bottles of local Schnapps and 50,000.00 cedis 
(£3 United Kingdom currency). A bottle of the Schnapps was always 
immediately used to pour libation (a careful drip by drip pouring of Schnapps 
from a glass filled with some of the offered schnapps while simultaneously
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reciting incantations to ask for the blessing of the ancestors and gods). The 
money was used to pay for the gong-gong beater or town crier whose duty it 
was to announce to the entire village or town the study, the researcher and the 
interviewers, and requested the community to cooperate. Mampong, being a 
larger town, an additional 75,000 cedis (£4.5 United Kingdom currency) was 
paid for an announcing car, which used big microphones to announce the 
project to the whole town to complement the two gong-gong beaters who 
covered the two specified sampled areas, Newtown and Tunsuom.
Elders were informed that whenever a researcher or an interviewer visited a 
village or town they would report to responsible elders and District Assembly 
members to announce their presence before they started interviews. This action 
served a dual purpose: first as a sign of respect for the elders and community 
leaders; and second as a reaffirmation of their support for the research. Peil 
notes,
“An arrogant manner can turn a willing informant into a reluctant and
unreliable one.” (Peil 1983: 76)
The process of formal introduction was initiated in the pre-pilot and pilot phases 
and was finalised during the actual fieldwork. It was always conducted at least a 
week before the actual interviews. The process of arranging a formal 
introduction visit involved identifying an influential person who could either 
directly or indirectly lead the researcher to the appropriate traditional authorities.
An interesting digression worth reporting involves an incident, which was 
resolved in part by earlier proper negotiation of access. An electoral returning 
officer, who happened to be a former school colleague of the researcher and 
had become a sponsor (individual or individuals who know how to navigate local 
power structures and are wiling to help the researcher), took an action which 
had a major potential to undermine the research. He had been informed during 
the pilot work that in the actual data collection phase, the 2000 Ghanaian 
electoral register would be used to select respondents from sampled towns and 
villages in the district. This over-zealous sponsor decided to mail copies of the 
electoral register to the researcher in Britain, from his point of view, to make the 
researcher’s task easier. He contacted the researcher’s main field site contact
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and gave him copies of the electoral register to be posted to the researcher. 
The researcher’s main contact was poor at reading and writing and he thought it 
embarrassing to request others to write the researcher’s address on envelopes 
in Accra, the capital city, where the package was being posted. So he squeezed 
all the copies of the electoral register into one big envelope on which he had 
earlier requested someone in the village to write the researcher’s address. 
When he was advised at the post office to divide the parcel into two or three he 
was reluctant. The postal staff became suspicious and customs were called. It 
was found that he was trying to mail the electoral register to Britain, and the 
Police became involved. The researcher’s main contact was arrested and 
detained. Following his interrogation, the electoral returning officer and his 
assistant were also arrested and brought to Accra and detained in a police cell. 
The researcher, who was in England, was informed three days later by phone. 
The researcher then contacted a local MR and the district co-ordinator, who 
happened to be in Accra on transfer. They stepped in, sent copies of the 
notification letter, which informed the authorities about the research to the police 
and they were released.
By then this incident had become a news item, with a mixture of political and
criminal undertones, and had been aired on the FM radio stations and published
in one of the local tabloid papers The Independent’, with the title ‘Electoral
Fraud in the Air, Suspect in Police Grips (see copy appendix I). The key theme
of the news was ‘potential electoral fraud’. A local MR had to go on an FM radio
station to explain and reassure the population that he personally knew the
researcher, was fully aware of the research, had had discussions with the
researcher on a number of occasions and had a copy of the research proposal
with him. This showed the researcher the importance of proper negotiation of
access in any piece of research. It also validated the observation that proper
access negotiations:
“... involves complex political manipulation and calling on numerous influential 
contacts for strategic interventions.” (Peil 1983: 73)
5.6.6 Reflections on ethical consideration on the field
Reflections on the ethical and access issues suggest that the two were fused
together in practice and could be divided into bureaucratic and traditional
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ethical-access requirement issues. The bureaucratic ethical-access
requirements are practically different from the traditional ethical-access
requirements. The bureaucratic ethical-access requirement is distinguished by 
paperwork or documentation and the inessential nature of the physical 
presence of the researcher. Whereas, in the traditional ethical-access
requirements, the physical presence of the researcher is essential but any
paperwork is of marginal importance. The paper documents may only be
referred to during the initial contact between the researcher and the traditional 
power structure.
In both the bureaucratic and traditional ethical-access requirements, there are 
formal procedures and informal manoeuvres to follow. The formal procedures 
for both bureaucratic and traditional ethical-access require that, pre-identified 
bodies or gatekeepers, such as Ghana Ethical Committee, District Assembly, 
Members of Parliament, District Coordinator and District Assembly Members at 
village and Town levels for the bureaucratic level, and Paramount Chiefs, 
Chiefs and Village Elders for the traditional level, are contacted for their formal 
approval.
The informal manoeuvre requires the researcher to identify self-selected 
individuals - informants, opinion leaders or sponsors - well placed to facilitate 
the research in whatever way the researcher thinks fit. The successful outcome 
of the informal manoeuvres in identifying a quality sponsor or sponsors is 
helpful to both the bureaucratic and traditional ethical-access requirements, but 
crucial to the success in accessing the traditional power structure to satisfy the 
traditional ethical-access requirement.
The satisfaction of the traditional ethical-access requirement is more relevant to 
the community and individual respondents’ cooperation than the satisfaction of 
the bureaucratic requirement. However, should something go drastically wrong, 
then the bureaucratic ethical-access requirement, which on the face of it, is not 
very helpful to the community and individual respondents’ cooperation, 
becomes crucial, as in the case of the incident of the attempted postage of 
electoral registers to the researcher reported above.
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5.6.7 Actual data collection
Five persons including the researcher (who conducted approximately 194 of the 
interviews), collected data from mid-March to mid-July 2004 using face-to-face 
survey interviews, which lasted between 45 and 90 minutes. Interviewers read 
the questions to respondents and recorded their answers. Third party 
contributions were discouraged. Sampled respondents were traced first by town 
or village, then by their names. When an interviewer got to a village, the 
interviewer went through the village entry procedure described in section 5.6.5. 
Then the interviewer mentioned the name of the sampled person to a resident 
to enquire about the would-be respondent’s residential address. This form of 
locating people was relatively easier in villages than towns. In the towns, the 
method was used in conjunction with the formal address (identification by house 
number), documented in the electoral register. In other accessible towns and 
villages, interviewers commuted daily.
In relation to fieldwork logistics, areas of concern suggested by Choldin et al. 
(1983) include privacy, food, suspicion, transportation and timing. However, 
they noted that proper fieldwork site entry, as was done in this research, in part 
addresses suspicion. Also, because local people were recruited to assist with 
the interviews, and interviewers were reminded of the need to ensure privacy 
and make adequate provision for their food, the only problem of concern was 
transportation. In very remote areas where public transport was a major 
problem, a four-wheel drive was arranged to drop interviewers in their 
respective interview areas or at an agreed pick up spot. In Gyeduako (a remote 
rural area), for example, the interviewer spent three days and the whole team 
spent a day at Nkudwua and another whole day at Domi No1.
To boost the response rate, in addition to careful field site entry, call back and 
tokens for participants were used. In the towns, such as Mampong, Nsuta, and 
Amoamang, where accessibility was relatively easy, interviewers in some cases 
called back at least three times to would-be respondents’ addresses. However, 
the number of call backs varied from village to village and was dependent on 
the relative ease of travelling to particular villages. While the number of call 
backs in Gyeduako was at least three times, one every day of the three days
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spent interviewing in that village, the same was not true for villages like Nkudua, 
Domi NO 1 and Mampong Domi. As an incentive for sampled persons to 
participate, five packets of matches or a cake of brand Lux soap was given as a 
token to participants.
5.6.8 Response rate
What was noticeable was that where two or more call backs, were made the 
response rate was relatively higher than in areas where only one call back was 
made or there was no call back at all. Asuo-Afram and Krobo for example, were 
visited only once and no call back was made. As a result, the response rates in 
these areas were the lowest, 24% and 73% respectively (see table 5.2).
Table 5.2
ELECTORAL AREA BY POLLING STATION (PS), NUMBER IN POLLING STATION, 
RESPONSE FREQUENCY AND RESPONSE RATE
Electoral Area
Number of 
Electors in 
Polling 
Station
Number 
Sampled in 
Polling 
Station
Frequency
of
Response
Percentage 
Response 
of Sample
Amoamang 412 50 41 80%
Beposo East 553 67 56 84%
Mpantuase 231 28 21 75%
Domi No1 236 29 20 75%
Gyeduako 403 49 37 76%
Bonkrong 523 63 47 75%
Krobo 553 67 49 73%
Kwamang North 550 66 49 74%
Mampong Domi 210 26 19 73%
Mampong (Tunsuom) 982 118 99 84%
Mampong (Newtown) 983 119 103 87%
Asuo-Afram (Nkudua) 492 59 14 24%
Nsuta (Hemang) 487 59 48 81 %
Total 6615 800 603 75%
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS)
With regard to Asuo-Afram, when about seven sampled persons appeared 
untraceable although the correct names of their villages and house numbers 
had been identified, an informant anecdotally stated that those names were part 
of the ‘ghost names'.
“NDC thinks they are clever, they can be clever elsewhere, but we are more clever 
than them here. Gentlemen don’t worry about any name you cannot find, speak to
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those you can find. If you are going to waste time tracing such people, we better 
find you beds.” (Local District Assembly Member)
In general, non-responses were due to sampled individuals not being available 
or being untraceable.
5.7 Summary
The chapter introduced the research aims and questions, provided a summary 
of the choice of research method and rationale for adopting a quantitative 
research approach, specifically a cross-sectional analytic survey in a developing 
country. It also introduced and described the conceptual framework of the 
study, which indicated the conceptual links between the variables behind the 
various explanations postulated to explain choice between WSM and TM. Also, 
it indicated that the pre-pilot visit helped to start the process of identification of 
sponsors and gaining access to some local literature. The pilot work helped not 
only with the translation of the questionnaire into the local language and the 
assessment of its comprehensibility, but also the negotiation of access to the 
fieldwork community and recruitment of sponsors and interviewers. The 
sampling method employed in the research has been discussed. It was 
indicated that a three-stage-sampling procedure was used. The first and second 
stages employed a lottery to select clusters of electoral areas and polling 
stations respectively. Systematic selection was then used in the third stage to 
select a sample size of 800 from 13 polling stations.
Data collection was also discussed in the chapter. The issues discussed under 
data collection included questionnaire design, interviewer recruitment and 
training, field site entry and method of data collection. The attempts made to 
achieve ‘linguistic equivalence' in the questionnaire design and to improve its 
comprehension were indicated. The rationale for recruiting local people as 
interviewers to ensure congruence between the interviewer and interviewee, but 
not allowing interviewers to interview in their specific village of origin or in their 
immediate neighbourhood, to ensure detachment, have been discussed, as well 
ass the training of interviewers.
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The chapter also discussed the field site entry and the care that was taken to 
ensure the community’s and the individual respondents’ cooperation. How 
ethical and access issues in the field site played out have been outlined. It was 
argued, in a reflection on the ethical and access issues, that the two are fused 
together and could be divided into bureaucratic ethical-access requirements 
and traditional ethical-access requirements. It was suggested that in both cases 
formal procedures and informal manoeuvres are needed to satisfy the access 
requirements. It was pointed out that the satisfaction of the traditional ethical- 
access requirement is more relevant to the community and individual 
respondents’ cooperation than the satisfaction of the bureaucratic ethical- 
access requirement. It was also pointed out that the identification of a quality 
sponsor through informal manoeuvres is crucial to accessing the traditional 
power structure and providing a smooth way to fulfil the traditional ethical- 
access requirements. It was also indicated that should anything go drastically 
wrong, the bureaucratic ethical-access protocol becomes very important. An 
incident of attempted postage of electoral registers was used to illustrate this 
point.
The chapter also discussed the method of data collection and indicated that a 
face-to-face interviewer-administered survey was employed and the rationale 
for its application has been provided. A response rate of 75%, thus 603 
completed interviews out of 800, was achieved. The next chapter discusses 
reliability and validity issues and the appropriateness of the data collected in 
answering the research questions addressed in this study. It will also introduce 
the key variables to be used in the analysis and examine the background 
characteristics of respondents and the relationships between the demographic 
and socio-economic variables.
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Chapter Six
Choice of Type of Medicine Survey (2004 CTMS): Measurement Issues and
Characteristics of Sample
6.0 Introduction
The data for this research was generated by the 2004 Choice of Type of 
Medicine Survey (2004 CTMS) conducted in the Sekyere West District in the 
Ashanti region of Ghana. This first analysis chapter has four objectives. The first 
objective is to discuss the concepts of reliability and validity and show how they 
were addressed in this research, because the quality of research data 
enhances confidence and appreciation of the findings. Also, policy makers are 
more likely to be confident to use results from a study in which they are 
convinced of the quality of the data source. The second objective is to 
operationally define the key variables, clarify the use of the terminology, 
independent and dependent variables, and introduce the key independent and 
dependent variables used in the analysis. The third objective is to assess how 
appropriate is the data generated by the 2004 CTMS survey to answer the 
research questions addressed in this thesis. The fourth objective is to examine 
the demographic and socio-economic characteristics of respondents, the 
relationship between the demographic and the socio-economic variables, and 
between the demographic variables and beliefs variables.
6.1. The concepts of reliability and validity
Reliability and validity are concepts which relate to the quality of research data. 
Any findings and conclusions of empirical research, to a large extent, are 
dependent on first, the quality of data collected, which is affected by the quality 
of the data collection process, second, how the data collected is interpreted, 
third, how the interpretation of the data can be linked to other established 
sources of similar knowledge and fourth, how the interpretation helps to hold 
together the key components of an entire research project as an argument 
(Punch 1998, De Vaus 1996, Preece 1994). The assessment of these individual 
aspects and their cumulative effect can be characterised through a 
consideration of reliability and validity. It is important to define and discuss
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each of these concepts before examining how they were addressed in this 
research.
De Vaus (1996: 54) defines reliability as:
“A reliable measurement is one where we obtain the same results on repeated 
occasions.”
And according to Oppenheim (1996: 159):
“The notion of reliability thus includes both the characteristics of the instrument and 
the conditions under which it is administered -  both must me consistent.”
There are different aspects of validity, which need clarification at this early 
stage of discussion. The first aspect is the distinction between external validity 
and internal validity. External validity relates to how the interpretation of the 
data of a study can be linked to other similar bodies of knowledge and, at the 
very least, the population from which the sample of the study was drawn 
(Preece 1994).
In quantitative studies, this aspect of validity is addressed throughout the stages 
of literature review and study conceptualisation, sampling, design of the study 
and eventually during the interpretation of the results (Punch 1998). The 
literature review enables the researcher to acquaint himself/herself with other 
possible explanations to help with the conceptualisation of the study. On the 
other hand, sampling helps to build into the study a basis of statistical inference 
from the sample to the population from which the sample is drawn (Punch 
1998). However, during the design stage, the researcher armed with the 
knowledge of possible alternative explanations gained from the literature 
review, builds into the study the mechanism of ruling out alternative 
explanations. In this research, the latter was done during the survey analysis by 
statistical manipulation.
According to Preece (1994: 105):
“Internal validity is the property of an investigation which means that the 
conclusions are correct within that particular investigation or experiment.”
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Punch (1998) distinguishes between two aspects of internal validity, a restricted
view and a broad view. The restricted view is about the internal logic of a
research study. Thus:
“Whether relationships between variables in the study have been correctly 
interpreted, specifically, whether the independent-dependent variable relationships 
are correctly interpreted.” (Punch 1998: 85)
Another aspect of the restricted view of validity is about the validity of the 
measuring instruments used to elicit the data, which form the basis of any 
interpretation of study results. Validity in this sense is about whether the 
appropriate concept is measured (Gilbert 1993, Malim and Birch 1997), thus 
making the validity of a measuring instrument dependent on how the concept 
we intend to measure is defined (De Vaus 1996). The ways of assessing the 
validity of a measuring instrument include: criterion validity; content validity and 
construct validity approaches (Oppenheim 1996). De Vaus (1996: 57) advises 
that:
“In the end there is no ideal way of determining the validity of a measure. The 
method chosen will depend on the situation. If a good criterion exists use it; if the 
definition of the concept is well defined or well accepted use this approach; if there 
are well-established theories which use the concept which we wish to validate, use 
this approach. If all else fails we have to say this is how the concept is defined and 
these measures, on the face of it, seem to cover the concept, and to give the 
measure to other people (referred to as a panel judges) to see what they think.”
Criterion validity (De Vaus 1996) or concurrent validity (Jackson and Furnham 
2000, Malim and Birch 1997) is the extent to which the results of a measuring 
instrument compare favourably with a well-established instrument in that area of 
study. This comparison can usually be made only after the administration of the 
questionnaire (De Vaus 1996). Content validity refers to the accuracy with 
which questions are considered to adequately represent the qualities they are 
presumed to measure (Jackson and Furnham 2000, Malim and Birch 1997). 
Given the diversity of opinion on most social science concepts, content validity 
is usually assessed by consulting expert opinion.
6.1.1 Addressing the reliability and validity of the study
Following De Vaus’ (1996) advice, quoted above, great care was taken in the 
development of the questionnaire. Both multiple measures of indicators and
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single item questions used by other researchers were used or adapted 
wherever possible in order to improve criterion validity.
In the case of the single item questions, the demographic questions followed 
the common approach used in Ghana, for example in formulating how 
questions on ethnicity (Q71), age (Q74) and education (Q80) are phrased (see 
appendix C). In addition, the opinions of two Ghanaian sociology researchers, 
one in the Department of Sociology in Kwame Nkruamah University of Science 
and Technology, Kumasi, and the other in the Sociology Department in the 
University of Ghana, Legon in Accra, were sought on the definition of certain 
concepts, which were developed from multiple questions. For example, key 
questions that sought to capture respondents’ general beliefs on topical issues 
which were thought to elicit their ‘traditional’ and ‘modern’, ‘beliefs on illness 
causation’, and perception of both WSM and TM in the Ghanaian context, were 
checked with them to improve content validity. Also, the would-be interviewers 
were asked to express their interpretation of the meaning of questions in the 
questionnaire in the local context. Further, the multiple questions were 
combined, following factor analysis, into three scales: the General Belief Scale, 
Belief of Illness Causation Scale, and Perception of Type of Medicine Scale, 
which are described in section 6.10 with their reliability scores.
6.1.2 Validity o f data
The variables on tribal composition (Q71) and family size of respondents (Q73) 
were used to check the quality of the survey data. The tribal composition of the 
respondents should have reflected that of the field site community. As 
expected, the field site being in rural Ashanti, a predominantly Akan community, 
there were 94 percent Akans, 5 percent Northerners and 1 percent other tribes 
in the sample (Table 6.1e). Also, the mean family size for six towns on which 
there were figures, ranged between 4.5 and 6.4 (Ghana Statistical Office 2002), 
and the mean for the six towns was 5.6 persons. The mean family size of 
respondents in this study was 6.1 persons. The distribution on both these 
variables suggests that the achieved sample provides a good representation of 
the study population in terms of ethnicity and family size.
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6.2 Operational definition of variables
The conceptual framework introduced in chapter 5, (figure 5.1), provides an 
indication of the multiplicity of variables involved in the research. For simplicity 
and clarity the variables contained in the seven main conceptual blocks used in 
the analysis, are operationally defined in the following subsections.
6.2.1 Demographic characteristics
The five variables on which data was collected for demographic characteristics 
were sex, marital status, age, household size and ethnicity (see Table 6.1). The 
sex of respondents was observed by interviews (see appendix C, Q70).
Table 6.1
Background C haracteris tics  o f R espondents  A ccord ing to (1) D em og rap hic  ch aracteris tics: (1a) S ex (1b) Age  
(1c) M arital S tatus (1d) Fam ily  S ize  (1e) E thn icity  in the CTM S, 2004
Background
Characteristics
Number Percent
1 .D em og rap hic  C haracteris tics  
a). S ex
Male 280 46.4
Female 323 53.6
Total 603 100
b). Age
Young Adults 1 8 - 3 5 213 35.3
Mature Adults36 - 55 254 42.1
Old Adults 56+ 136 22.6
Total 603 100
c). M arital S tatus
Never Married 83 13.8
Presently Married 424 70.3
Previously Married 96 15.9
Total 603 100
d). Fam ilv S ize
Small Size 199 33.0
Medium Size 316 52.4
Larger Size 88 14.6
Total 603 100
e). E thn icitv
Akan 566 93.9
Northerners 28 4.6
Others 9 1.5
Total 603 100
Source: ch o ice  o f  ty p e  o f  medicine s u rv e y  (2004 ctm s).
To solicit information on respondents’ marital status they were asked, “What is 
your marital status?” (appendix C, Q72). The question had four response 
categories namely 1=Single, 2=Married, 3=Separated/Divorced, and
117
4-Widowed. These were later recoded into three categories, by combining 3 
and 4 = 3 (Previously Married) and named ‘Marital Status’.
Respondents’ age was established by asking, “Which age group do you 
belong to?” This question had six response categories, namely, 1 =[18-25], 
2=[26-35], 3=[36-45], 4=[46-55], 5=[56-65] and 6=[66 plus]. These response 
categories were later recoded into three categories, where 1 and 2 = 1 (young 
adult age, 18 - 35), then 3 and 4 = 2 (mature adults, age 36 - 55), and 5 and 6 = 
3 (old adults, age 56+).
Also, there was a second definition of age, which was the age of the person 
about whom the illness was ascribed. That is the age of respondents who were 
ill (Q.74) and for those who were not ill themselves, their household members 
who were ill in the previous six months (Q.6). It was also recoded into three 
categories as above and was used in the analysis of the dependent variables 
Actual use of WSM, Use of WSM as a First choice and in Logistic Regression 
Model 2 (LRM2).
Information on household size was elicited by the question, “How many 
people are there in your household, including yourself and any children?”
(073). This question required an interval level response. To reduce confusion, a 
sub-question Q73.b asked “How many are aged 21 and over?” Another sub­
question asked the respondent to indicate the number of people under the age 
of 21 years in their household in each of four age groups 1 =[16-20], 2=[11-15], 
3=[5-10] and 4=[0-4]. This was to ensure that respondents were not including 
members of a compound house in their family unit. A fourth sub-question asked, 
“How many do you cook together with?” This last sub-question was to dispel 
any confusion, and to avoid a situation where the number of people living in a 
compound house could be misrepresented for the number of persons in the 
respondents’ family unit. The responses were later recoded into three 
categories of number of people in the family unit 1-4 persons = 1 (small family 
size), 5-7 persons = 2 (medium family size) and 8-19 persons = 3 (large family 
size). The variable was named ‘Family Size’.
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The question on ethnicity asked, “What is you tribe?” It had five response 
categories, [1] = Akan, [2] = Ewe, [3] = Ga, [4] = Northerner and [5] = Others 
(see appendix C, Q.71).
The frequency distribution of these variables is shown in Table 6.1. The sex 
composition of the sample of respondents was 54 percent female and 46 
percent male (Table 6.1a). The age composition of the sample was 35 percent 
young adults (age 18-35), 42 percent mature adults (age 36-55) and 23 percent 
old adults (age 56+) (Table 6.1b). Also, as expected in a rural community where 
traditional values support the marriage institution, most of the sample, 70 
percent were currently married. Only 14 percent of the respondents were 
presently not married, but 16 percent were previously married, thus were either 
divorced, separated or widowed (Table6.1c).
6.2.2 Socio-economic variables
Socio-economic characteristics were measured with four variables namely, 
educational level; income; possessions index and location of residence. 
Information on educational level was collected by asking respondents the 
question, “Which of the following best describes your level of education?” 
(see appendix C, Q80). This question had six response categories, that is 
Primary School =[1], Middle or Junior School =[2], Senior Secondary, Technical, 
Commercial or Vocational =[3], Post Secondary, Polytechnic or Sixth Form [4], 
Specialist or University and Above = [5] and None = [6], It was later recoded 
into three categories, 1 and 6 = [1] primary or below primary, 2 = [2] middle or 
junior secondary and, 3, 4 and 5 = [3] senior secondary and above (see table 
6 .2).
Information on Income was collected by asking respondents the question 
“Which of the following best describes your annual household income in 
Cedis?” Income here referred to personal income. This question had seven 
response categories that is, 0 - 250,000 (<£15) =[1], 251,000 -  500,000 (£15 - 
£30) =[2], 501,000 -  750,000 (£31- £45) =[3], 751,000 -  1,000,000 (£46-£60) 
=[4], 1,001,000 -  1,250,000 (£61-£75) =[5], 1,251,000 -  1,500,000 (£76-£90) 
=[6] and 1,501,000 (£91+) and above =[7]. The responses were later recoded
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into three categories, 1 and 2 = [1] Low Income, 3 and 5 = [2] Medium Income 
and, 5, 6 and 7 = [3] High Income (see table 6.1a or 6.2a).
Information was collected on specified household belongings. The question 
read, “ Tick as many o f these items as your household possesses,”  Radio, 
Tape Recorder, Bicycle, Refrigerator or Television, Motor bicycle or Car (see 
appendix C, Q77). The responses were later recoded into possession index. 
The categorisation was as follows: only one item = [1] least possessions; 2-3 
items = [2] moderate possessions; and 4+ items = [3] most possessions.
Table 6.2
S ocio -econ om ic  variab les : (1a) incom e (1b) possessions (1c) education  (1d) res id ence by sex
B ackground 5e x
C haracteristics
Male Fem ale All
1. S ocio -econ om ic
a). Incom e level 
Low Income 
Medium Income 
High Income 
Percentage Totals 
Total Number 
C hi-S q uare  
P -value C ram er’s V  
C ram er’s V
b). P ossess ions  
Least Possessions 
Moderate Possessions 
Most Possessions 
Percentage Totals 
Total Number 
C hi-square  
P -value
C ram er’s V
c). Level o f Education
Primary and Below Primary 
Middle and Jnr Secondary 
Snr Secondary and Above 
Percentage Totals 
Total Number 
C hi-square  
P-value  
C ram er’s V
d). R esidence (D C  = D istric t C apita l)
<6 km Around DC  
>6km and <29km From DC  
>29 km From DC  
Percentage Totals 
Total Number 
C hi-square  
P -value  
C ram er’s V
51 65 58
32 28 30
17 7 12
1 0 0 % 1 0 0 % 1 0 0 %
(280) (323) (603)
17.6  
<  .001* * *  
0.17
34 52 44
49 35 41
17 13 15
100 % 1 0 0 % 1 0 0 %
(279) (321) (600)
21.0 
<  .001* * *  
0.19
18 32 25
66 57 61
16 12 14
1 0 0 % 1 0 0 % 100 %
(280) (323) (603)
14.5  
<  .001* * *  
0.16
80 80 80
10 11 10
10 9 10
100 % 100 % 100 %
(280) (323) (603)
There are three p-values or levels or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant 
statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
120
The variable location of residence was created by measuring the distance of 
location of residence of a respondent from the district capital town centre. This 
was then recoded into three categories: <6km around the district capital = [1], 7- 
29 km from the district = [2] and >29 km from the district capital = [3] and was 
named ‘Residence’ (see table 6.2).
6.2.3 Cultural beliefs variables
Items relating to three cultural beliefs variables, namely general beliefs, beliefs 
of illness causation and perception of medicine, were collected.
General beliefs
Information on general beliefs was collected by asking respondents to rate their 
' agreement or disagreement with a series of statements. The statements were 
thought to highlight the extent respondents hold traditional or modern beliefs. 
There were two different sets of statements. The responses to the first set were 
later transformed into a variable, namely, general beliefs scale. The question for 
the set of statements read, “People have different opinions about topical 
issues. Indicate the degree of your agreement or disagreement with each 
of the following statements by selecting from one of these five options:” 
The question had five response categories that is, Strongly disagree =[0], 
Disagree =[1], Undecided =[2], Agree =[3] and Strongly Agree =[4] (see 
appendix C, Q38-50). See section 6.9.1 for how the scale was developed.
Beliefs of illness causation
For Information on beliefs about illness causation, respondents were 
requested to indicate their degree of agreement or disagreement with 
statements thought to elicit information on their beliefs about illness causation. 
“People attribute the causes of illness to different things. Here are some 
suggested causes. Indicate your agreement or disagreement with each by 
ticking one of these six options. The following does not cause illness” a) 
Unfaithfulness to Spouses, b) Natural Causes, c) III fortune, d) Supernatural 
Causes, e) Spell and f) Ancestral Inducement. The statements were thought to 
elicit respondents’ beliefs about the causes of illness; Strongly disagree =[0],
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Disagree =[1], Undecided =[2], Agree =[3] and Strongly Agree =[4] (see 
appendix C, Q37). Also, see section 6.9.2 for how the scale was developed.
Perception of types of medicine
Information on perception of medicine (attitude towards medicine) was 
collected by asking respondents to rate their agreement or disagreement with a 
series of statements about both TM and WSM. “To what extent do you agree 
with the following statements? Indicate your degree of agreement or 
disagreement with each by selecting from one of these five options.” The 
questions had five response categories that is, Strongly disagree =[0], Disagree 
=[1], Undecided =[2], Agree =[3] and Strongly Agree =[4] (see appendix C, Q20- 
26) and section 6.9.3 for how the scale was developed.
6.2.4 Duration of illness
Information on Duration of Illness was collected using a follow on question 
from question (Q.3), which asked respondents: “How long did the illness 
prevent you (or that person) from performing your (his or her) every day 
activities for example, going to work, school, farm or performing domestic 
chores. If  under school-going age, how long was he or she not able to do 
things he or she used to do before the illness? The question had seven 
response categories 1-3 days = [1], 4-7 days = [2], 8-11 days [3], 12-14 days = 
[4], 15-28 days = [5], 29-72 days = [6], and >72 days = [7] (see appendix 3a, 
Q8). The responses were then recoded into three categories 1-2 = [1] (Short 
Term = <7 days), 3-5 = [2] (Medium Term = 8-28 days) and 6-7 = [3] (Long 
Term = Over 28 days) illness.
6.2.5 Normative choice of medicine and normative use of WSM
A question was posed to establish if specific types of medicine were used for 
the treatment of specified illnesses. The question read, “If  you or any member 
of your household were inflicted by any of the illnesses below, what type 
of medicine would you be most likely to choose?” (describe symptoms 
and circumstances of illness). Five illnesses were specified, (a) Oedema (Dje 
Kwadjo), (b) Poisoning (c) Malaria, (d) Mental Illness and (e) Boil. There were 
three response categories for eachl = WSM, 2 = TM, and 3 = Both WSM and
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TM (see appendix C, Q.36a-e). These formed the five Normative Choice of 
Medicine variables. Later, the responses to this question were combined as 
follows. If respondents said they would use only WSM, but not TM or Both (TM 
and WSM), for any of the five illness conditions, it was coded 1 =Use of WSM. If 
they said they would use either TM or Both (TM and WSM), it was coded 0=Use 
Other Medicine. This dichotomised variable was named ‘normative use of 
WSM'.
6.2.6 Actual choice of medicine and actual use of WSM
To find out if respondents had used any form of medicine, a question (Q.9) 
about their experience of illness in the last six months, was asked, “Have you 
been ill in the last six months? By illness, I mean being unwell either in 
your body or mind for you to require treatment of some kind.” The 
question required a dichotomous response [1] = Yes and [2] = No (see 
appendix C, Q.3).
A follow-up question from question (Q.3) asked “What type or types of 
medicine did you (or that person) use? Indicate which type or types were 
used.” 1 = yes and 2 = no, for any of five sources of medicine: 1=Hospital 
Treatment, 2 = WSM Vendor, 3 = Herbalist, 4 = TM Vendor and 5 = Family or 
Voluntary Supplied TM remedies (see appendix C, Q9), thus resulting in five 
variables of Actual Choice of Medicine for last illness. Later, Hospital Treatment 
(code 1) and WSM Vendor (code 2) (WSM oriented sources) were combined 
and recoded into 1 = Used WSM and the other three (Herbalist, TM Vendor and 
Family Supplied TM) (TM oriented sources) were recoded 0 = Other Medicine, 
to create a dichotomous variable, ‘Actual use of WSM’. Hospital treatment 
means the use or visit to the hospital or clinic; WSM Vendor means the 
purchase of drugs or pharmaceuticals from the chemist, itinerary drug sellers or 
local shops that sell such drugs; TM Vendor means the purchase of herbs from 
an itinerary TM sellers; Herbalist means consulting a stationary or resident TM 
practitioner; and Family or Voluntary Supplied TM means using any source of 
TM freely offered on goodwill. Also, there was a second definition of age, which 
was the age of the person about whom the illness was ascribed.
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6.2.7 Priority order of use of TM or WSM as first choice
As one of the follow-on question to Q.9 and Q.10 about actual use of type of 
medicine for most recent illness, a question was posed to solicit the order of use 
of any of five different sources of medicine they might have used in that illness 
situation. The five sources were (a) Family or Voluntary supplied TM, (b) 
Hospital Treatment (a visit to the hospital or clinic) (c) WSM Vendor, (d) 
Herbalist, and (e) TM Vendor. The question read, “If  you answered No to 
question 10 then please specify the order in which the different types of 
medicines were used. Write 1 in front of the first, 2 in front of the second 
and so forth, up to the fifth, if it applies” (see appendix C, Q.11a-e). The 
responses were later recoded as follows. If respondents used Hospital 
Treatment or WSM Vendor first, it was coded 1 = Use WSM First. If they used 
either Family or Voluntary Supplied TM or Herbalist or TM Vendor first, it was 
coded 0 = Use Other Medicine first, thus creating a dichotomous variable, use 
of WSM as a first choice’. Actual use of WSM is about respondents who were 
ill and used WSM, and for those who were not ill themselves, their household 
members who were ill and used WSM in the previous six months.
6.3 Key independent and dependent variables
It is important to clarify the use of independent and dependent variables in this 
thesis and to provide an indication of the focus of the analysis. In this thesis, the 
terminology independent variables, is used interchangeably with predictor, 
and/or explanatory variables, whereas the terminology dependent variable is 
used interchangeably with outcome variable. The classification of the key 
variables into independent and dependent variables is outlined below.
6.3.1 Key independent variables
There are thirteen key independent variables used in the analysis. These could 
be grouped into four blocks: a demographic block, socio-economic block, 
cultural beliefs block and characteristics of illness block (see also figure 5.1). 
The analysis will focus on the following variables within each of these blocks. 
There are five demographic variables, namely sex, age, marital status, family 
size and ethnicity; four socio-economic variables, namely income, possessions, 
education and location of residence; three cultural beliefs variables, namely
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general beliefs, beliefs of illness causation and perception of medicine, the 
construction of which are discussed in section 6.10; and a variable on 
characteristics of illness, namely duration of illness. Due to the small proportion 
of other ethnic groups (6%) in relation to Akans (see table 6.1), ethnicity is not 
included in any further analysis.
6.3.2 Dependent variables
There are three key dependent variables used in the analysis namely, 
normative choice about appropriate type of medicine, actual use of medicine for 
most recent illness and order of choice of different types of medicine for most 
recent illness. The first dependent variable is derived from a question which 
elicited what type of medicines respondents would choose in five simulated 
illness situations (see appendix C, Q36). The variable is hereafter referred to as 
‘normative choice of medicine'. The second dependent variable, which is 
central to the analysis, was derived from a question, which asked what type of 
medicines respondents or any household member used in their most recent 
illness situation (Q9a-e). It had five categories which were later dichotomised 
into ‘actual use of WSM' and other types of medicine. The variable is hereafter 
referred to as choice of type of medicine. The third dependent variable was 
derived from a question, which asked about the order in which respondents or 
their household member used different types of medicine in their most recent 
illness situation (Q11a -e). The variable is hereafter referred to as ‘order of use 
of medicine’. Further details about these three dependent variables are 
provided in section 7.1.
6.4 Appropriateness of data to answer research questions
The focus of this research is to explore the socio-economic and cultural factors, 
specifically socio-economic versus cultural beliefs factors, which influence 
peoples' choice between the use of WSM and TM in rural Ghana. Such an 
analysis requires the collection of valid data on demographic and socio­
economic variables and beliefs of respondents. It also requires data on how 
people make their choices between the use of WSM and TM. The data 
generated by the 2004 CTMS survey, as indicated by the key independent and 
dependent variables listed in the paragraph above, provides the required data
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and consequently an opportunity to objectively assess the relationships and 
relative effects of the individual independent variables on the key dependent 
variables. In turn, this gives the opportunity to assess the strength of each 
explanation discussed in chapter 4.
6.5 Background characteristics according to the key independent 
variables
As indicated in the introduction to this chapter, the fourth objective is to provide 
information on the background characteristics of respondents which is important 
for the reader to understand in order to interpret research findings. An 
understanding of these characteristics helps to put the findings from the 
analysis into perspective.
This section begins with the rationale for examining the background 
characteristics of respondents. After that, an analysis of the relationship 
between demographic variables and socio-economic variables on the one hand, 
and between the demographic and cultural beliefs variables on the other, are 
presented. The demographic variables of interest are sex, age, marital status 
and family size, and the four socio-economic variables of interest are income, 
household possessions, education and location of residence. The beliefs 
variables of interest are general beliefs, beliefs of illness causation and 
perception of medicine.
The importance of demographic, socio-economic and cultural beliefs in 
explaining choice between WSM and TM was highlighted in chapters 3 and 4. 
Therefore, examining the background characteristics of respondents on these 
variables and the relationships between them provides a preliminary insight into 
their relationships, which is necessary for answering the main research 
questions of the thesis.
6.5.1 Socio-economic variables and sex
Each of the four socio-economic variables was significantly associated with sex 
(P<0.01), except distance of location of residence from the district capital (Table 
6.2d). Women were more likely to be in the lower income group, live in a 
household with least possessions and have attained a lower level of education
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than men (Table 6.2a-c). The Cramer’s V for the relationships between the 
three socio-economic variables and sex were income = 0.17, education = 0.15 
and possessions index = 0.20, showing the highest association for the 
possession index.
Table 6.3
S o cio -econ om ic  variab les  (1a) Incom e (1b) Possessions (1c) Education (1d) R es iden ce  by A ge
1. S ocio -econ om ic  
C haracteris tics
Age Group
Young Mature Old All
Adults Adults Adults
(18 -3 5 ) (36 - 55) (56+)
a). Incom e level
Low Income 57 52 71 58
Medium Income 33 34 19 30
High Income 10 14 10 12
Percentage Totals 100% 100% 100% 100%
Total Number (213) (254) (136) (603)
P -value  
C ram er’s V
b). P ossessions  
Least Possessions 
Moderate Possessions 
Most Possessions 
Percentage Totals 
Total Number 
C hi-square  
P-value
C ra m e r’s V
c). Level o f Education
Primary and Below Primary 
Middle and Jnr Secondary 
Snr Secondary and Above 
Percentage Totals 
Total Number 
C hi-square  
P-value  
C ram er’s V
d). R esidence (D C  = D istric t C apita l)
<6 km Around DC  
>6km and <29km From DC  
>29 km From DC  
Percentage Totals 
Total Number 
C hi-squ are  
P-value  
C ram er’s V
39 42 55 44
40 46 35 41
21 12 10 15
100% 100% 100% 100 %
(212) (252) (136) (600)
10 25 50 25
71 62 44 61
19 13 6 14
100% 100% 100% 100%
(213) (254) (136) (603)
78 82 80 80
9 10 13 10
12 8 7 10
100 % 100 % 100 % 100%
(213) (254) (136) (603)
15.0  
<  .01* *  
0.11
16.5  
<  .01* *  
0.12
73.5  
<  .001* * *  
0.25
ns
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<O 0T ns = not 
significant statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004.
The analysis showed that the comparative proportions of men and women who 
reported earning low income were men 51 percent and women 65 percent, who 
had attained only primary or below primary education were men 18 percent and
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women 32 percent, and who lived in a household with least possessions were 
men 34 percent and women 52 percent (Table 6.2 a-c).
6.5.2 Socio-economic variables and age
With regards to the relationship between the socio-economic variables and age, 
with the exception of distance of location of residence from the district capital 
(Table 6.3d), there was a consistent significant relationship between each of the 
remaining three socio-economic variables and age, at the P-value of P< 0.01 
(Table 6.3a-c).
6.5.2.1 Income / possessions and age
Income was statistically significantly associated with age, with older 
respondents more likely than younger respondents to report earning low 
income. Seventy-one percent of old adults (56+) compared with 52 percent of 
mature adults (age 36 - 55) and 57 percent of young adults (age 18 -35) 
reported earning low income (P<0.01). There were almost the same 
percentages of young adults (33 percent) as mature adults (34 percent), who 
reported earning a medium income, whereas only 19 percent of old adults (age 
56+) reported earning that level of income. The Cramer’s V=0.11, showed a 
moderate association (see Table 6.3a). Household possessions were also 
associated with age, with older respondents more likely to report living in a 
household with least possession, compared with younger respondents 
(P<0.01). The Cramer’s V=0.12 and P<0.01, which indicated a moderate 
association (Table 6.3b).
6.5.2.2 Education and age
As expected, a statistically significant relationship was found between education 
and age, with the level of education decreasing markedly with an increase in 
age. Fifty percent of older adults (age 56+) had primary or below primary 
education compared with 25 percent of mature adults (age 36 - 55) and 10 
percent of young adults (age 18 -35). On the other hand, young adults were 
more likely to have attained senior secondary or above senior secondary 
education compared with mature adults or old adults the respective 
percentages for this education category were young adults 19 percent, mature
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adults 13 per cent and old adults old adults 6 percent. The Chi-square = 73.5 
and Cramer’s V=0.25, which indicated strong association at the P< .001 level 
(Table 6.3c).
6.6 Socio-economic variables and marital status
Consistently, statistically significant relationships were found between marital 
status and each of the socio-economic variables (Table 6.4a-c), with the 
exception of location of residence from the district capital (Table 6.4d).
Table 6.4
S ocio -econ om ic  variab les : (1a) Incom e (1b) Possessions (1c) E ducation (1d) R esiden ce by M arital
Status
Background
C haracteris tics
Marital Status
1. S ocio -econ om ic  
a). Incom e level
Never
Married
Presently
Married
Previously
Married
All
Low Income 54 56 74 58
Medium Income 36 31 20 30
High Income 10 13 6 12
Percentage Totals 100 % 100% 100% 100%
Total Number 
C hi-Square  
P -value  
C ram er’s V
(83) (424) (96) (603)
13.0
< .0 5 *
0.10
b). P ossessions
Least Possessions 42 39 68 44
Moderate Possessions 34 47 25 41
Most Possessions 24 14 7 15
Percentage Totals 100 % 100 % 100% 100%
Total Number
C hi-square
P -value
C ram er’s V
(83) (424) (96) (603)
33.5  
< .001** 
0.17
c). Level o f Education
Primary and Below Primary 8 25 43 25
Middle and Jnr Secondary 58 64 53 61
Snr Secondary and Above 34 11 5 14
Percentage Totals 100% 100 % 100% 100%
Total Number
C h i-square
P-value
Cram er’s V
(83) (424) (96) (603)
53.7  
< .001*** 
0.21
d). R esidence (DC = D istric t C apita l)
<6 km Around DC 79 82 73 80
>6km and <29km  From DC 15 9 12 10
>29 km From DC 6 9 15 10
Percentage Totals 100% 100 % 100 % 100%
Total Number 
C hi-square  
P-value  
C ram er’s V
(83) (424) (96) (603)
ns
statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004.
129
6.6.1 Income and marital status
A significant relationship was found between income and marital status 
(P<0.05). Previously married respondents were most likely to be in the lowest 
income group, 74 percent, compared with 54 percent of the never married and 
56 percent of the presently married respondents. There were 13 percent of the 
presently married, 10 percent of the never married and 6 per cent of the 
previously married respondents in the highest income group (Table 6.4a).
6.6.2 Possessions and marital status
Also, there was a statistically significant relationship between possessions and 
marital status, (chi-square = 33.5, P0.001 and Cramer’s V=0.17) (Table 6.4b). 
Respondents who had never married were more likely to live in a household 
with most possessions followed by respondents who were currently married and 
then those who were previously married. Their respective percentages were 24 
percent, 14 percent and 7 percent. The previously married respondents (68%) 
were most likely to be living in a household with least possessions compared 
with only 39 percent of presently married respondents and 42 percent of the 
never married respondents.
6.6.3 Education and marital status
Education was also associated with marital status (chi-square = 53.7, P<0.001 
and Cramer’s V=0.21) (Table 6.4c), with the highly educated least likely to be 
married, but the least educated were most likely to have been previously 
married. Thirty-four percent of the respondents who had never married had 
attained senior secondary or above education, compared with 11 percent of 
presently married and 5 percent of previously married respondents. The 
opposite was true with respondents who had attained only primary or below 
primary education, representing 43 percent of the previously married 
respondents, 25 percent of presently married and only 8 percent of never 
married respondents had that level of education.
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6.7 Socio-economic variables and family size
There were statistically significant relationships between each of the socio­
economic variables and family size with the exception of household 
possessions (see Table 6.5).
6.7.1 Income and family size
Respondents in small families (1-4 persons) were more likely to report earning 
low income compared with respondents in medium (5-8 persons) and large size 
(9-18 persons) families. Sixty-four percent of respondents in small size families 
reported earning low income, compared with 56 percent of respondents in large 
families and 55 percent of respondents with medium size families. Respondents 
in large size families (14 percent) and medium size families (5-8 persons) were 
more likely to report earning high income (14 or 15 percent), compared with 
those in small size families (6 percent) (chi-square = 11.8, P<0.05 and Cramer’s 
V = 0.10, see table 6.5a).
6.7.2 Education and family size
There was a statistically significant relationship between education and family 
size (Chi-square = 13.1, P< .05 and Cramer’s V = 0.11) (Table 6.5c). Lower 
education was associated with large family size. Only 19 percent of the 
respondents in a small size family had attained primary or below primary level 
education compared with 27 percent from a medium size family and 31 percent 
in a large size family. However, the picture was mixed at the senior secondary 
or above education level, where 15 percent of respondents in medium and large 
size families compared with 10 per cent of small size families reported attaining 
that level of education (see Table 6.5c).
6.7.3 Location of residence and family size
A statistically significant relationship was also found between location of 
residence and family size. Although the numbers involved in those who lived 
furthest away from the district capital were small, it indicated that the large size 
families are more likely to live in very remote areas, whereas small size families 
tend to live in or around the district capital (chi-square = 16.0, PO.05 and 
Cramer’s V=0.11) (Table 6.5d). Thirteen percent of large size families live in
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very remote areas, but only 7 percent of small size families live in very remote 
areas.
Family Size1. Socio-economic
Characteristics MediumSmall Size
Size Family
( 9 - 1 8 )
a), in com e level 
Low Income 
Medium Income 
High Income 
Percentage Totals 
Total Number 
C hi-Square  
P-value  
C ram er’s V
100 %100%
11.8
<0.05
0.10
h) Possessions 47 43 41 44
Least Possessions 42 43  41
Moderate Possessions 14 16 15
Most Possessions % 10o %  100 %  100 %
Percentage Totals gg. (245) (159) (603)
Total Number v ns
C h i-square  
P -value  
C ram er’s V
r.V Level o f E ducation  27 31 25
Primary and Below Primary gg 54 61
Middle a n d  Jnr Secondary 15 15 14
Snr Secondary and Above 10o % 100 % 100 %
Percentage Totals „  (245) (159) (603)
Total Number v 13.1
C hi-squ are  < 05*
P -va lue 0 .10
C ram er’s V
d). R esidence (DC = D is tric t C ap ita l)
<6 km Around DC  
>6km and <29km From DC  
>29 km From DC
s s r l s ....................................................................................................................................................- .......................................................  ■ - i 6 . o
C hi-squ are  < 01
P -va lue 0.11
C ram er’s_V ------------  „cpri namelv *d<0.05. **p<0.01 and ***p<001; ns = not significant
86 75 80 80
7 16 7 10
7 9 13 10
100 % 100 % 100 % 100%
(199) (245) (159) (603)
Th ereare^hree p-values or .eval or s ig n tean ce ussU. nam e,, y O .O b . ■•p<U.O ! and 
statistically. S ou rce ; CHOicE  0 F  t y p e  OF MEDICINE SURVEY (2004 CTMS).
6.8 Relationship between income and education
With regards to the relationship between income and education, as expected a 
low education was significantly associated with low income (Table 6.6). The 
percentage of those who reported earning low income decreased with higher 
educational level. The corresponding percentages with low income for the three 
educational categories were primary or below primary education 74 percent, 
middle school or junior-secondary education 60 percent, and senior-secondary 
or above education 22 percent (Chi-square = 63.7, P< 0.001, Table 6.6).
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Table 6.6
Income by Level of Education
Level of Income
Education 
Primary Middle 
School School
SnrSec 
School
All Chi- 
Square & 
P-value
Low Income 74 60 22 58
Medium Income 18 30 51 30
High Income 8 10 27 12
Percentage Totals 100% 100% 100% 100%
Total Number (n=) 
Chi-Square 
P-value 
Cramer's V
(153) (368) (82) (603)
63.7 
P< .001 
0.23
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS, Q .79 and 80.
6.9 Construction of beliefs scales
Cultural beliefs were measured by three variables developed from multiple 
questions. How the three cultural beliefs scales, namely general beliefs, beliefs 
of illness causation and perception of medicines, were developed, are 
described below and follow the order in which they are listed above.
Figure 6.1
________________________ General Beliefs Scale_________ ______________
People have different opinions about topical issues. Indicate the degree of your 
agreement or disagreement with each statement by selecting from one of these five 
options: 0 = Strongly disagree, 1 = Disagree, 2 = Undecided, 3 = Agree, and 4 = Strongly 
agree
40. Observing sacred days is a show of respect to the gods of the land and should be 
continued. (R)
[4  ] [ 3 ]  [ 2 ]  [1  ] [ 0 ]
43. Libation pouring is a traditional practice bestowed upon us by our forefathers and is never 
a waste of money or the drinks used. (R)
[4  ] [ 3 ]  [ 2 ]  [1  ] [ 0 ]
44. Observing so-called sacred days is a waste of precious working days and should be 
discontinued.
[4  ] [ 3 ]  [ 2 ]  [1  ] [ 0 ]
45. Libation pouring is an outdated practice, which is a waste of money and the drinks used
[4  ] [ 3 ]  [ 2 ]  [1  ] [ 0 ]
R = reverse coded " ~ '
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
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6.9.1 General belief scale
This scale was developed from thirteen items (Q38 - 50). Using Friedman chi- 
square, the initial reliability test had a low reliability standard alpha score. 
Therefore items were dropped until an acceptable reliability score 
(standardized alpha score = 0.74) was obtained for four items (Q40, 43, 44 
and 45, questions 40 and 43 were reversed coded) (see Figure 6.1). When 
these four items were entered into factor analysis only one component was 
extracted. The extraction and rotation methods used were Principal Component 
Analysis and Varimax rotation, respectively. They showed that each item had a 
communality of 1. Also, the Scree plot, component matrix and the rotation 
component matrix showed the extraction of only one component, thus 
suggesting the items formed a single dimension.
Each item had values 0-4. A simple summated scaling was used to construct a 
scale from them. The range of the scale was 0-16, Mean = 9.0 and Standard 
Deviation = 4.0. A low score indicated strong traditional beliefs and a high score 
indicated weak traditional beliefs. The scale was then recoded into three 
categories as follows: <7 = [1] Very Traditional, 7-11 = [2] Moderately 
Traditional and 12+ = [3] Less Traditional.
6.9.2 Belief of illness causation scale
This scale was developed from six items (Q37a - f). Using Friedman Chi- 
square, an initial reliability test indicated a lower reliability alpha (standardized 
alpha = .64). Following an item analysis one item (Q37b), which appeared to be 
an outlier, was dropped and a second reliability test was carried out. The 
second reliability test on the remaining five items (see Figure 6.2) produced an 
acceptable reliability score (standardized alpha = .73).
When these five items were entered into factor analysis only one component 
was extracted. The extraction and rotation methods used were Principal 
Component Analysis and Varimax rotation, respectively. It showed that each 
item had a communality of 1. Also, the Scree plot, component matrix and the 
rotated matrix showed an extraction of only one component, thus suggesting 
the items formed a single dimension. Therefore, the final scale comprised
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these five items. A simple summated scaling was used to construct a scale from 
them. The range of the scale was 0-20, Mean = 12.4 and Standard Deviation = 
2.4. A low score indicated strong traditional beliefs about illness causation and a 
high score indicated weak traditional beliefs about illness causation. It was then 
recoded into three categories as follows: <11 = [1] Very Traditional; 11-12 = [2] 
Moderately Traditional; and 13+ = [3] Less Traditional.
Figure 6.2
Beliefs of Illness Causation Scale
37. People attribute the cause of illness to different things. Here are some suggested 
causes. Indicate your degree of agreement or disagreement with each by ticking one of 
these five options. The following does not causes illness
Strongly Agree Agree Undecided Disagree Strongly Disagree
4 3 2 1 0
a) Unfaithfulness to spouses [ ] [ ] [ ] [ ] [ I
c) III fortune [ ] [ ] [ ] [ ] [ ]
d) Supernatural cause [ ] [ ] [ ] [ I [ ]
e) Spell [ ] [ ] [ ] [ ] [ ]
f) Ancestral inducement [ ] [ ] [ ] [ 1 [ ]
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004(CTMS)
6.9.3 Perception of medicine scale
This scale was about respondents’ attitude towards medicine and was 
developed from seven items (Q20 - Q26). Using Friedman chi-square an initial 
reliability test indicated a very low reliability score. Three items were dropped 
and a subsequent reliability test on the remaining four items (Q22-24 and 26, 
questions 23, 24 and 26 were reversed coded) (see Figure 6.3) produced a 
reliability score (standardized alpha = .52). Although this was a low alpha, it 
was still used because further dropping of items did not make any improvement 
to the scale.
When these four items were entered into factor analysis only one component 
was extracted. The extraction and rotation methods used were Principal 
Component Analysis and Varimax rotation, respectively. It showed that each 
had a communality of 1. Also, the Scree plot, component matrix and the rotated
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component matrix showed an extraction of only one component, thus 
suggesting the items formed a single dimension.
Figure 6.3
____________________ Perception of Medicine Scale
To what extent do you agree with the following statements? Indicate your degree of 
agreement or disagreement with each by selecting from one of these five options: 0 = 
Strongly disagree, 1 = Disagree, 2 = Undecided, 3 = Agree, and 4 = Strongly agree
22. There are many ‘quacks’ in TM practice. [4  ] [ 3 ] [ 2 ]  [1  ] [ 0 ]
23. Only hospital doctors are able to treat very 
serious illnesses. (R) [4  ] [ 3 ] [ 2 ]  [1  ] [ 0 ]
24. Hospital doctors have effective treatments. (R) [4  ] [ 3 ] [ 2 ]  [1  ] [ 0 ]
45. Hospital doctors are generally effective 
in the treatment of most illnesses (R) [4  ] [ 3 ] [ 2 ]  [1  ] [ 0 ]
R = reverse coded
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
Therefore, the final scale comprised these four items. A simple summated 
scaling was used to construct a scale from them. The range of the scale was 0- 
16, Mean = 9.0 and Standard Deviation = 4.0. A low score indicated good 
perception of WSM and a high score indicated poor perception of WSM. It was 
then recoded into three categories as follows: <12 = [1] Good Perception, 12-13 
= [2] Fair Perception and 14+ = [3] Poor Perception of WSM.
6.10 Beliefs and demographic variables
No statistically significant relationships were found between sex and any of the 
three beliefs scales (Table 6.7) nor between family size and any of the beliefs 
scales (Table not included in text), nor between marital status and two of the 
beliefs scales, namely beliefs of illness causation and perception of medicine 
(Table 6.8(b) and (c)) But statistically significant relationships were found 
between marital status and one beliefs scale, namely general beliefs (Table 
6.8a). Also associations were found between age and two beliefs scales, 
namely general beliefs and beliefs of illness causation (Table 6.9(a) and (b)). 
Although a significant association was not found between age and perception of 
medicine, there was a noticeable trend (Table 6.9c). The demographic variables
136
that showed a significant relationship or trend with any of the beliefs variables 
are discussed below.
6.10.1 General beliefs and age
As expected, old age was associated with stronger traditional beliefs and young 
age was associated with weaker traditional beliefs. While 45 percent of old 
adults (age 56+) held stronger traditional beliefs, the percentage fell among 
mature adults to 39 percent and fell further among young adults to 26 percent 
(chi-square = 16.4 and P< .01 and Cramer’s V=0.12), which indicated a 
moderate association (Table 6.9a).
Table 6.7
Beliefs variab les (2a) G eneral B elie fs (2b) B eliefs o f Illness Causation and (2c) P erception  o f M ed ic ine  by S ex
Sex
Male Female All
a). G eneral Beliefs
Very Traditional 40 32 36
Moderately Traditional 36 37 36
Less Traditional 24 31 28
Percentage Totals 100 % 100% 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(280) (323) (603)
b). Beliefs o f Illness C ausation
Very Traditional 33 30 31
Moderately Traditional 28 31 30
Less Traditional 39 39 39
Percentage Totals 100% 100 % 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(280) (280) (603)
c). P erception o f W SM
Good Perception 37 34 36
Fair Perception 38 43 40
Poor Perception 25 23 24
Percentage Totals 100 % 100% 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(280) (323) (603)
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant 
statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
6.10.2 Beliefs of illness causation and age
Although there was a statistically significant relationship between beliefs of 
Illness causation and age, the picture was mixed. Mature adults (age 36-55) 
were more likely to hold stronger traditional beliefs about illness causation than
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either old adults (age 56+) or young adults. Although younger adults (age 18-35) 
held weaker traditional beliefs about illness causation than either mature adults 
(age 36-55) or old adults (age 55+), contrary to expectation, older adults were 
somewhat more likely to hold weaker traditional beliefs about illness than 
mature adults (Table 6.9b).
Table 6.8
B elie fs variab les: (2a) G eneral B elie fs (2b) Beliefs o f Illness C ausation  and (2c) P erception  o f M edicine  
by M arita l S tatus
Marital Status
a). G eneral Beliefs
Never
Married
Presently
Married
Previously
Married
All
Very Traditional 21 37 42 36
Moderately Traditional 40 35 39 36
Less Traditional 39 28 19 28
Percentage Totals 100 % 100% 100% 100%
Total Number 
C hi-squ are  
P-value  
C ram er’s V
(83) (424) (96) (603)
12.9  
< .05* 
0.10
b). Beliefs o f Illness C ausation
Very Traditional 33 30 35 31
Moderately Traditional 37 29 25 30
Less Traditional 30 41 40 39
Percentage Totals 100% 100 % 100% 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(83) (424) (96) (603)
ns
c). P erception o f W SM
Good Perception 45 35 32 36
Fair Perception 36 42 35 40
Poor Perception 19
100%
23
100%
33
100%
24
100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(83) (424) (96) (603)
ns
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not 
significant statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY 2004 CTMS.
6.10.3 Perception of medicine and age
No statistically significant association was found between perception of 
medicine and age but there was a noticeable trend. Young adults (age 18-35) 
were more likely to have a good perception of WSM than mature adults (age 
36-55) or old adults. Thirty-nine percent of young adults had good perception of 
WSM compared with 36 percent of mature adults and 32 percent of old adults 
(Table 6.9c).
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Table 6.9
B elie fs variab les: (2a) G eneral B elie fs (2b) B eliefs o f Illness C ausation and (2c) P erception  o f M edicine
by A ge
Age Group
Young
Adults
(1 8 -3 5 )
Mature
Adults
(3 6 -5 5 )
Old
Adults
(56*)
All
a). G eneral B elie fs
Very Traditional 26 39 45 36
Moderately Traditional 41 33 35 36
Less Traditional 33 28 20 28
Percentage Totals 100% 100% 100% 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(213) (254) (136) (603)
16.4  
< .01** 
0.12
b). Beliefs o f Illness Causation
Very Traditional 23 37 33 31
Moderately Traditional 30 30 29 30
Less Traditional 47 33 38 39
Percentage Totals 100% 100 % 100 % 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(213) (254) (136) (603)
12.7  
< .05* 
0.10
c). P erception  o f W S M
Good Perception 39 36 32 36
Fair Perception 40 41 40 40
Poor Perception 21 23 29 24
Percentage Totals 100% 100% 100% 100%
Total Number 
C hi-square  
P -value  
C ram er’s V
(213) (254) (136) (603)
ns
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not 
significant statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY 2004 CTMS.
6.11 Summary
This chapter discussed the concepts of reliability and validity and showed how 
they were addressed in this research. How the beliefs scales were developed 
was discussed and their reliability scores provided. Also, the quality of the data 
was partly assessed by comparing the ethnic composition and mean family size 
of respondents with population based figures from six towns in the field site 
community, on which there was a limited statistical figures. This comparison 
showed that there was not much difference between the proportions in each 
ethnic group and the mean family size generated by the Ghana Statistical Office 
and that obtained in this study.
The operational definitions of the key variables used in the thesis have been 
provided and the key independent and dependent variables, which form the
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basis of the analysis of the thesis, were introduced. It was indicated that there 
are 13 key independent variables and three key dependent variables. The 
appropriateness of the data to answer the research questions was assessed, 
and it has been shown that the 2004 CTMS survey generated appropriate data 
to answer the key research questions.
The chapter proceeded to examine the demographic and socio-economic 
variables and the relationship between them. The results indicated that there 
were statistically significant relationships between income and education, and 
between the three socio-economic variables and sex, but there was no 
statistically significant relationship between the beliefs variables and sex. The 
results also indicated that there were statistically significant relationships 
between the three socio-economic variables and age, and, with the exception of 
perception of medicine, there were statistically significant relationships between 
the other two beliefs variables and age.
Further, there were statistically significant relationships between possessions 
and marital status, and education and marital status, but not income and marital 
status. The next chapter examines the key dependent variables and presents 
tabular analysis of the relationship between them and the demographic and 
socio-economic blocks of independent variables, as part of the preliminary 
analysis prior to the multivariate analysis that is to follow in subsequent 
chapters.
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Chapter Seven
Demographic and Socio-economic Influences on Choice of WSM 
7.0 Introduction
This chapter examines the three key dependent variables of the thesis and 
presents bivariate or tabular analysis of the relationships between them and 
each of the independent variables within the demographic and the socio­
economic blocks. In the tabular analysis, chi-square and p-values are used to 
test for statistically significant relationships between the dependent and 
independent variables.
However, it has to be noted that bivariate analysis only shows the relationship 
between one independent variable and a dependent variable, without controlling 
for the influence of other predictor or explanatory variables. It is helpful to note 
that the identification of statistically significant relationships during the bivariate 
analysis stage is partly important for considering which independent variable to 
enter into a multivariate model, but very important in interpreting the results of 
the multivariate analysis that follow in subsequent chapters.
The chapter is structured as follows: first, a brief discussion of each dependent 
variable is provided; second, the relationships between the dependent variables 
and the demographic block variables are presented; and third, the relationships 
between the dependent variables and the socio-economic variables are 
presented. The independent variables, which show statistically significant 
relationships or interesting trends between them and any of the dependent 
variables, are presented in more detail.
7.1 Definition of dependent variables
In the previous chapter, the three dependent variables, namely, normative 
choice of medicine, actual choice of medicine and order of choice of medicine, 
which are used in the analysis of this thesis, were introduced. More clarification 
of how these variables were created is discussed below.
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7.1.1 Normative choice of medicine
It is well established in sociological literature that what people normally say they 
would do in a given situation, is not always what they actually do should the 
situation arise (Fielding 1993). Nonetheless respondents were asked what type 
of medicine from three specified sources WSM, TM and Both WSM and TM 
they would choose in the event of five different specified illness scenarios (see 
appendix 36a-e) namely, Oedema (Dje Kwadwo), Malaria, Poison Episode, 
Mental Illness and Boil. The reasons for developing the scenario around these 
five illnesses were two-fold. First, because the literature stressed that the 
context of an illness is very essential to the classification of a disease and the 
choice of medicine that ensues (Fink 1989, Sindiga 1995a, 1995b, 1995c, 
1995d, Fosu 1995 and Owoahene-Acheampong 1998). Second, three of the 
five illnesses, Malaria, Boil and Mental illness featured in studies conducted in 
Ghana. Malaria (asra) featured in Agyapong (1996), Boil (Fosu 1981, Bierlich 
2001) and Mental Illness (Fosu 1981, Fosu 1995, Ofori-Atta and Lindin 1995, 
Tsey 1995). However, Oedema (Dje Kwadwo) and Poison Episode were 
included as a result of the observations made and discussions with the 
researcher in the fieldwork community during the pre-pilot visit. This was 
characterised as ‘normative choice of medicine’.
The objective of these questions was to test whether type of illness leads to 
greater use of WSM or TM. Later, for the sake of creating a variable which 
could be used for more detailed analysis a dichotomous variable normative use 
of WSM, was created. The dichotomous variable was created as follows. If 
respondents said they would use only WSM but not both (WSM and TM) or TM 
for any of the five illness conditions, it was coded 1 = Use of WSM. If they said 
they would use either TM or both (WSM and TM) for any of the five illness 
conditions, the dichotomous variable was coded 0 = No Use of WSM.
7.1.2 Actual choice of medicine for most recent illness
Since the central objective of this research is to find out the factor or factors 
which influence people’s choice between WSM and TM, a question on what 
type of medicine respondents had used in the event of a real illness situation 
within the previous six months was posed in the questionnaire (see appendix 3,
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Q9). The question was phrased around whether respondents or any household 
member had used any of five common sources of medicines, used in the field 
site community, for their most recent illness. This is hereafter referred to as 
‘actual choice of medicine’. These five sources of medicine were later 
dichotomised and the resultant variable was named ‘actual use of WSM’. The 
dichotomous variable was created as follows. Two of the five sources of 
medicine Hospital Treatment and WSM Vendor (WSM oriented sources) were 
combined and recoded 1 = Used WSM. The other three sources of medicine 
Family Supplied TM, TM Vendor and Herbalist (TM oriented sources) were 
combined and recoded 0 = Other Medicine, to create the dichotomous variable, 
‘actual use of WSM’. This variable is about respondents who used WSM or if 
they did not use it themselves their household members who used it. Therefore, 
it has to be borne in mind that reference to respondents in relation to actual use 
of WSM in the subsequent analyses and discussions, is about the respondents 
or their other household members.
7.1.3 Priority order of choice of type of medicine
The literature on the use of WSM or TM gives considerable attention to the 
priority of order of use of different types of medicines for specific illness 
experience. Sections of the previous literature review which focused on 
developing countries (Foster 1962 cited in Sussman 1981) and literature on 
developed countries (Cant and Sharma 1999, Williams and Calnan 1996) claim 
WSM is generally used as a first choice and TM or AM as a second choice of 
medicine when the use of WSM was unsuccessful, and this occurs most often 
for chronic illnesses. However, other literature that focuses on developing 
countries, particularly Africa, argues the opposite that TM is generally used first 
and when it is unsuccessful, WSM is used as a second choice (Waelkens et al. 
2005, Agyepong 1996). Therefore, in relation to actual use of medicine for the 
respondents’ or any household member’ most recent illness, a question was 
asked in relation to the order in which respondents used the five different 
sources of medicine, if they did indeed use them (Q11). The analysis includes 
the use of WSM (Hospital Treatment or WSM Vendor) as their first or second 
choice of medicine. This variable is about respondents who used WSM as a first 
choice or if they did not use it themselves their household members who used
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it. Therefore, it has to be borne in mind that reference to respondents in relation 
to the use of ‘WSM as a first choice’ in the subsequent analyses and 
discussions, is about respondents or their other household members.
7.2 Choice of medicine and demographic characteristics
Demographic variables have long been considered to relate to choice of type of 
medicine (Twuamasi 1975) and attempts have been made empirically to 
establish the relationship between demographic variables and choice of type of 
medicine (Ivorian Public Opinion Survey 1974 cited in Lasker 1981). The 
relationships between the three dependent variables and the demographic 
variables which showed statistically significant relationships or interesting 
patterns or trends, are presented. The relationships between normative choice 
of medicine and the demographic variables, namely sex and marital status are 
presented first, followed by the relationships between actual use of medicine for 
most recent illness and sex and age. Finally the relationships between order of 
use of type of medicine and sex and marital status are presented.
7.2.1 Normative choice of medicine and sex
A statistically significant relationship was found between normative choice of 
medicine and sex for three illnesses: Malaria, a Poison Episode and Mental 
Illness (P< .05) but not for Oedema and Boil P(ns) (see Table 7.1). Poison 
episode was the illness situation for which most respondents reported they 
would use WSM, followed by Malaria then Oedema and Mental illness.
Table 7.1
Percentage of Respondents Who Would Use WSM for Each of These Five Stipulated
Illnesses by Sex
Type of Illness
Sex
Male Female All
P-value
Poison 35% 25% 30% P< .05
Malaria 33% 23% 27% P< .05
Oedema (Dje Kwadwo) 27% 19% 23% P (NS)
Mental Illness 20% 13% 16% P< .05
Boil 7% 6% 7 % P (NS)
Total Number (n=) (280) (323) (603)
Source: c h o ic e  o f  ty p e  o f  m edic ine SURVEY (2000 CTMS), Q .36 and 70.
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The percentage of respondents who reported they would use WSM for Poison 
Episode, Malaria and Mental illness, was 30 percent, 27 percent and 23 percent 
respectively. For each of these illnesses, more men than women reported they 
would use WSM, while more women than men reported they would use TM. For 
an episode of Poison and Malaria the percentage difference between the sexes 
was 10 percent each. With the exception of Boil, for which there was virtually 
no sex difference, Mental Illness had a 7 percent difference between the sexes 
and Oedema had an 8 percent difference (Table 7.1).
Table 7.2
Comparison of Normative Use of WSM with Actual Use of WSM for The Demographic 
Block of Independent variables: (a) Sex (b) Age (c) Marital Status (d) Family Size.
Key In dep end ent P ercen t w h o B ase N um ber P ercen t W ho B ase N um bers
V ariab les  B lock 1: W o u ld  Use W ou ld  Use A ctu ally A ctu a lly  Used
D em ographic V ariab les W SM W S M Used W S M W SM1 2 3 4
D em ographic
a). S ex
Male 38 280 57 265
Female 27 323 41 303
All 32 (603) 49 (568)
C hi-square 8.7 13.9
P-value < .01“ < .001“
C ram er’s V 0.12 0.16
b). Age
Young Adults 1 8 - 3 5 33 213 44 199
Mature Adults36 - 55 33 254 57 244
Old Adults 56+ 29 136 41 125
All 32 (603) 49 (568)
C hi-square ns 11.1
P-value (ns) < .01“
C ram er’s V (ns) 0.14
c). M arital S tatus
Never Married 43 83 48 79
Presently Married 33 424 51 400
Previously Married 18 96 39 89
All 32 (603) 49 (568)
C hi-square 14.1 (ns)
P -value < .01“ (ns)
C ram er’s V 0.15 (ns)
d). Fam ilv S ize
Small Size 28 199 48 181
Medium Size 37 245 49 300
Larger Size 29 159 47 87
All 32 (603) 49 (568)
C hi-square ns (ns)
P-value (ns) (ns)
C ram er’s V (ns) (ns)
*p<001;-------------------------------------      *p<0.01 and
ns = not significant statistically 
! C olum ns 1 and 2 respondents w h o  w ould  use W SM  fo r any o f five  illness cond itions  
I C o lum ns 3 and 4 respondents w h o  actua lly  used W SM  fo r the  trea tm en t o f th e ir  m o st recen t illness s ix  
m onths prio r to  th e  research
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004.
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When normative choice of medicine was dichotomised, the analysis showed 
that 32 percent of respondents reported they were more likely to use WSM 
(Table 7.2). A statistically significant relationship was found between sex and 
normative use of WSM. Thirty-eight percent of males reported they would use 
WSM compared to 27 percent of females (see Table 7.2a).
7.2.2 Normative choice of medicine and marital status
A significant association was found between normative choice of medicine and 
marital status for each of the five stipulated illnesses (see Table 7.3). The never 
married respondents reported they were more likely to use WSM than the 
presently married and the previously married respondents. In relation to the 
type of medicine that would be used for Malaria, this showed the largest 
difference between marital statuses - 40 percent of the never married compared 
with 28 percent of the presently married and 13 percent of the previously 
married reported they would use WSM. For the treatment of Boil which had the 
least differences between the marital status categories, 11 percent of the never 
married compared with 7 percent of the presently married and 1 percent of the 
previously married reported they would use WSM (see Table 7.3).
Table 7.3
Percentage of Respondents Who Would Use WSM by Marital Status 
Marital Status
Type of Medicine
Never
Married Married
Previously
Married All
P-value
Poison 3 6 % 31 % 1 7% 3 0 % P< .01
Malaria 4 0 % 2 8 % 1 3% 2 7 % P< .001
Oedema (Dje Kwadwo) 2 8 % 2 5 % 11 % 2 3 % P< .05
Mental Illness 2 4 % 17% 8 % 1 6% P< .05
Boil 11 % 7% 1 % 7 % P< .05
Total Number (n=) (83) (424) (96) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), q .3 6  and 72.
There was a statistically significant relationship between normative use of WSM 
and marital status (see Table 7.2c). The analysis showed that 43 percent of the 
never married respondents reported they would use WSM as compared with 33 
percent of the presently married and 18 percent of the previously married
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respondents (Chi-square = 14.1, P< .01 and Cramer’s V = 0.15, see Table 
7.2c).
7.2.3 Actual choice of medicine for most recent illness and sex
When asked what type of medicine had been used for their most recent illness, 
a statistically significant relationship was found between sex and only two of the 
five stipulated types of medicines, namely WSM Vendor and hospital treatment, 
which were also the second and fourth most used types of medicine by 
respondents (see Table 7.4). In relation to both these types of medicine, more 
males than females used WSM. Fifty-six percent of males compared with 40 
percent of females had used a WSM Vendor and 29 percent of males compared 
with 17 percent of females had used hospital treatment. Although no statistically 
significant relationship was found between use of the three types of traditional 
medicine and sex, the pattern showed that with the exception of TM Vendor, 
females used them more than males (see Table 7.4).
Table 7.4
Percentage of Respondents Who Used Different Types of Medicine for their last Illness
by Sex
Type of Medicine
Sex
Male Female All
P-value
Family Supplied TM 5 9 % 6 7 % 6 3 % P (NS)
WSM Vendor 5 6 % 40% 4 7 % P< .001
Hospital Treatment 2 9 % 17% 2 3 % P< .001
TM Vendor 2 5 % 2 4 % 2 5 % P (NS)
Herbalist 11 % 15% 13% P (NS)
Total Number (n=) (265) (303) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .9 and 70.
When actual choice of medicine was dichotomised into actual use of WSM, the 
analysis showed that more males than females had used WSM. Fifty-seven 
percent of males compared with 41 percent of females reported they had used 
WSM Vendor or hospital treatment in the previous six months for their most 
recent illness (Chi-square = 13.9, P< .001 and Cramer’s V = 0.16, see Table 
7.2a).
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7.2.4 Actual choice of medicine for most recent illness and age
Although no statistically significant relationship was found between age and 
normative choice of medicine, a significant relationship was found between age 
and actual use of two of the five stipulated types of medicine, namely family 
supplied TM and WSM Vendor. Old adults were the highest users of family 
supplied TM followed by young adults, then mature adults, who were the least 
users. Seventy-one percent of old adults compared with 65 percent of young 
adults and 57 percent of mature adults used family supplied TM. However, 
mature adults used WSM Vendor more than young adults and old adults, who 
were the least users - 56 percent of mature adults compared with 42 percent of 
young adults and 40 percent of old adults (see Table 7.5).
Table 7.5
Percentage of Respondents Who Used Different Types of Medicine for their last Illness 
___________________________________ by Age
Age
Type of Medicine
Young 
Persons 
18-35 yrs
Mature
Adults
36-55
yrs
Old Adults 
56 + yrs
All
P-value
Family Supplied TM 65% 57% 71 % 63% P< .05
WSM Vendor 42% 56% 40% 47% P< .01
TM Vendor 23% 27% 24% 25% P (NS)
Hospital Treatment 26% 22% 18% 23% P (NS)
Herbalist 12% 14% 12% 13% P (NS)
Total Number (n=) (199) (244) (125) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .9 and 74.
Also, there was a significant relationship between actual use of WSM and age, 
which showed that mature adults used WSM more than young adults and old 
adults, who used it the least. For example 57 percent of mature adults 
compared with 44 percent of young adults and 41 percent of old adults (see 
Table 7.2b) used WSM. This is likely to reflect the income status of mature 
adults who have the highest percentage in both the medium (34%) and highest 
(14%) income groups compared with the other age groups (see Table 6.3a).
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7.2.5 Actual choice of medicine for most recent illness and marital status
A significant association was found between marital status and actual use of
only two of the five stipulated types of medicines, namely Family Supplied TM
and Hospital Treatment, which were also the first and third most used types of
medicine by respondents (see Table 7.6). The previously married respondents
used Family Supplied TM more than the never and presently married
respondents, while the never married respondents used Hospital Treatment
more than the presently and previously married respondents. Seventy-seven
percent of the previously married respondents compared with 62 percent of the
never married and 60 percent of the presently married respondents used Family
Supplied TM. Conversely, 31 percent of the never married respondents,
compared with 24 percent of the presently married and 9 percent of the
previously married respondents used Hospital Treatment.
Table 7.6
Percentage of Respondents Who used Different Types of Medicine for their last Illness by 
_________________________________Marital Status_____
Marital Status
Type of Medicine
Never
Married Married
Previously
Married All
P-value
Family Supplied TM 62% 60% 77% 63% P< .01
WSM Vendor 47% 50% 38% 47% P (NS)
TM Vendor 19% 24% 30% 25% P (NS)
Hospital Treatment 31 % 24% 9% 23% P< .001
Herbalist 15% 11 % 20% 13% P (NS)
Total Number (n=) (79) (400) (89) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), q .9  and 72.
However, no significant association was found between actual use of WSM and 
marital status (see Table 7.2c). Nonetheless, the figures suggested that the 
presently married respondents used WSM more than the never and previously 
married. Fifty-one percent of the presently married followed by 48 percent of the 
never married and 39 percent of the previously married respondents used WSM 
(see Table 7.2c).
7.2.6 Priority order of choice of medicine for most recent illness and sex
With regard to the relationships between priority order of choice of medicine for 
most recent illness and the demographic variables, only first choice of medicine
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is presented because no significant associations were found between second 
choice of medicine and any of the demographic variables (see Table 7.7). The 
analysis showed that a significant association was found between sex and the 
use of WSM as a first choice of treatment for respondents' or other household 
members’ most recent illness. More men than women used WSM as their first 
choice of medicine within the previous six months for the treatment of their most 
recent illness, 43 percent of men compared with 31 percent of women used 
WSM (either a WSM Vendor or Hospital Treatment) as their First Choice of 
medicine (Chi-square = 8.8, P< .01 and Cramer’s V = 0.12). Although there was 
no statistically significant relationship between type of medicine used as a 
second choice and sex, the pattern showed that 61 percent of males compared 
with 51 percent of females, used WSM as a second choice (see Table 7.7a).
Table 7.7
C om parison o f O rder o f U se o f W S M  fo r th e ir  last illness As A  F irs t C ho ice  and as a S eco nd  C ho ice by 
D em og rap h ic  variables: (a) S ex  (b) A ge (c) M arita l S tatus (d) Fam ily  S ize
B ackground
C haracteristics
P ercen t W ho  
U sed W SM  as 
First C hoice
B ase  
N um bers  
First C hoice
P ercen t W ho  
U sed W S M  as  
S eco nd C ho ice
B ase N um bers  
S eco nd  C ho ice
a). S ex
Male 43 265 61 167
Female 31 303 51 165
All 37 (568) 56 (332)
C hi-square 8.8 ns
P-value < .01**
C ra m e r’s V 0.12 —
b). Age
Young Adults 1 8 - 3 5 35 199 55 115
Mature Adults36 - 55 40 243 61 151
Old Adults 56+ 32 126 47 66
All 37 (568) 56 (332)
C hi-square ns ns
P-value
C ra m e r’s V — —
c). M arital S tatus
Never Married 38 79 62 47
Presently Married 41 400 56 238
Previously Married 18 89 49 47
All 37 (568) 56 (332)
C hi-square 16.0 ns
P -value < .001***
C ram er’s V 0.17 —
d). Fam ilv S ize
Small Size 34 182 60 104
Medium Size 39 230 54 139
Larger Size 36 156 55 39
All 37 (568) 56 (332)
C hi-square ns ns
P -value
C ram er’s V — - -
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p < 00 T  ns = not significant 
statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004.
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7.2.7 Priority order of choice of type of medicine for most recent illness 
and marital status
Although no statistically significant relationship was found between marital 
status and actual use of WSM, a significant association was found between 
marital status and selecting WSM as a first choice, which showed that the 
presently married respondents used WSM as their first choice more than the 
never and previously married respondents (see Table 7.7c). Forty-one percent 
of the presently married respondents compared with 38 percent of the never 
married and 18 percent of the previously married respondents had used WSM 
within the previous six months as the first choice of medicine for their most 
recent illness (Chi-square = 16.0, P< 001and Cramer’s V= 0.17). There was no 
statistically significant relationship between the use of WSM as a second choice 
and marital status but the pattern showed that 62 percent of never married 
respondents compared with 56 percent of the presently married and 49 percent 
of the previously married used WSM as a second choice (see Table 7.7c).
7.2.8 Summary: choice of WSM and demographic characteristics
The analysis of normative choice of medicine and demographic variables 
showed two main things. First, there were noticeable differences in the types of 
illnesses respondents said they would use WSM to treat (see Tables 7.1 and 
7.3). Respondents were most likely to use WSM in the event of a Poison 
episode than any other illness episode. Thirty percent of respondents reported 
they would use WSM in the event of a Poison Episode, followed by 27 percent 
in the event of Malaria episode, as compared with 7 percent of respondents in 
the event of having a Boil. When normative choice of medicine was 
dichotomised, the analysis indicated that 32 percent of respondents reported 
they would be most likely to use WSM (see Table 7.2a-d). Second, the analysis 
of the relationships between the dichotomised normative choice of medicine 
variable and the demographic variables, showed significant associations with 
two of the demographic variables, namely sex and marital status (see Table 7.2 
(a) and (c)).
The analysis of actual choice of Medicine for respondents’ or other household 
members’ most recent illness showed that Family Supplied TM was the type of
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medicine most used by respondents. Sixty-three percent of respondents 
reported using Family Supplied TM followed by WSM Vendor (47 percent), TM 
Vendor (24 percent) and Hospital Treatment (23 percent), with Herbalist being 
the least used by 13 percent of respondents (Tables 7.1 and 7.3). When actual 
choice of medicine for the most recent illness was dichotomised, 49 percent of 
respondents had used WSM (see Table 7.2, Column 3). There were noticeable 
significant associations between the dichotomised actual choice of medicine, for 
respondents’ or other household members’ most recent illness and two of the 
demographic variables namely sex and age (see Table 7.2 (a) and (b)), but not 
the other two demographic variables, namely marital status and family size (see 
Table 7.2 (b) and (d)).
The analysis of priority order of choice of WSM showed that 37 percent used 
WSM as a first choice for their most recent illness. It has to be noted that this 
apparent high percentage patronage was boosted by the use of a WSM Vendor. 
Also, there were noticeable statistically significant relationships between the use 
of WSM as a first choice and two of the demographic variables, namely sex and 
marital status (see Table 7.7 (a) and (c)). More males than females and more of 
the presently married respondents than the never and previously married 
respondents reported they used WSM as a first choice (see Table 7.6 (a) and 
(c)). There were no significant associations between priority order of choice of 
the use of WSM as a second choice and any of the demographic variables 
(Table 7.7 (a) - (d)).
7.3 Choice of WSM and socio-economic characteristics
According to relative wealth theory, discussed in chapter 4, socio-economic 
status influence people’s access to all goods and services including access to 
the type of medicine they use for treatment when ill. Navarro’s (1976) general 
argument, Tsey’s (1997), Twumasi’s (1974) and Owoahene-Acheampong’s 
(1998) observations and other studies on inequalities in health service utilisation 
including those in the UK (Carr-Hill et al. 1996, Benzeval et al. 1995, Black et el. 
1996, Goddard and Smith 2001) and the US (Bouldin et al. 1999) referred to in 
chapter 4, were synthesised. Based on the synthesis, it was hypothesised that 
people with low economic status measured either as low income or least
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possessions or low education, are less likely to use WSM than those with high 
income, most possessions or high education.
Generally, income gives people purchasing power to buy any goods or services 
they choose to have, but income is particularly important in relation to a service, 
which strictly requires cash payments in the context of a subsistence economy. 
As in many rural parts of Ghana, the field site of this research, the economies 
are generally subsistence economies. Despite the fact that most respondents 
described their occupation as farmers they are actually subsistent peasants. 
People in such communities live largely on what they produce themselves, and 
may sell only a small part of their produce to supplement their livelihood. The 
use of money is not central to their way of life as it is in a fully developed 
monetary economy of cities and urbanised communities. People can go about 
their livelihood for weeks and even months without the need to use money.
Therefore, anything essential to their livelihood which requires an urgent use of 
money, as the need to use WSM either from a WSM Vendor, or for Hospital 
Treatment, makes the earning of income assume much greater importance than 
it would normally in a fully monetary economy. Consequently, in rural subsistent 
economies, income assumes more importance in people’s decision to use 
WSM, unlike TM, which could be offered free of charge, on payment-in-kind 
arrangements, or on credit to clients (Senah et al. 2001). Based on this and the 
review of the relative wealth explanation discussed in chapter 4, it is 
hypothesised that income will be one of the most important predictors of the use 
of WSM, in rural Ghana.
Also, given that when it comes to the critical point in an illness situation and 
people have no income or liquid cash, but have some possessions they can sell 
or readily use as security for credit and use the money raised to finance their 
health care cost, possessions become another predictor of the use of WSM. It 
has to be noted that this is linked to income, which enables people to 
accumulate possessions in the first place.
153
Education not only increases people’s chances of obtaining white-collar 
employment, representing the most stable source of income relative to other 
sources of income in a mostly subsistence rural economy. It also provides new 
insights into the advantages of WSM and may prompt people to re-evaluate 
their beliefs, customs and things they have always done in a particular way or 
the types of medicines they have always used. It is therefore hypothesised that 
people with higher education are more likely than people with lower education 
to use WSM.
Given that WSM Vendors sell at a relatively cheaper price in the district capital 
than in villages and towns far away from the district capital, and taking account 
of the travelling cost and time spent to travel to the hospital located in the 
district capital, it is hypothesised that location of residence will influence the use 
of WSM. Residence is defined by distance of location of residence from the 
district capital; thus, it is expected that the further a respondent lives from the 
district capital the less likely it is that he or she would use WSM. In other words, 
nearness to the district capital will be associated with more use of WSM than 
remoteness from the district capital.
These four socio-economic variables are analysed in relation to the three 
dependent variables in the following order: first normative choice of medicine, 
focusing on the use of WSM; second actual use of WSM for respondents’ or 
other household members’ most recent illness; and third, priority order of choice 
of type of medicine focusing on first choice of WSM. The order of presentation 
of the socio-economic block variables in the context of the dependent variables 
is income, possessions, education and location of residence.
7.3.1 Normative choice of medicine and income
A statistically significant relationship was found between normative choice of 
WSM and income for each of the five stipulated illnesses, namely Oedema, 
Malaria, Poison Episode, Mental Illness and Boil. For each of these five 
illnesses, more respondents with higher income than those with lower income 
reported they would use WSM. For example, for a Poison Episode, 79 percent 
of the highest income group compared with 51 percent of the medium income
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group and 9 percent of the lowest income group would use WSM. For Malaria, 
81 percent of the highest income group compared with 44 percent of the 
medium income group and 8 percent of the lowest income group reported they 
would use WSM (see Table 7.8).
Table 7.8
Percentage of Respondents Who Would Use WSM for Each of These Five Stipulated 
_______________________________ Illnesses by Income
Income
Type of Illness
Low
Income
Medium
Income
High
Income All
P-value
Poison 9% 51 % 79% 30% P< .001
Malaria 8% 44% 81 % 27% P< .001
Dje Kwadwo 5% 38% 74% 23% P< .001
Mental Illness 5% 22% 59% 16% P< .001
Boil 2% 8% 26% 7% P< .001
Total Number (n=) 352 181 70 603
Income Per Annum: Low Income <500, 000 cedis (£30), Medium Income 500, 000 - 1, 000, 000 
cedis (£60), High Income > 1, 000, 000 cedis (£60).
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004, Q.36 and 79.
A significant relationship was found between the dichotomised normative choice 
of medicine and income. More of the respondents in the highest income group 
than in the lowest income group reported they would use WSM. Eight-four 
percent of the highest income group, compared with 52 percent of the medium 
income group and 11 percent of the lowest income group, reported they would 
normatively use WSM (Chi-square = 195.0, P< 0.001 and Cramer’s V=0.57 see 
Table 7.9a).
7.3.2 Normative choice of medicine and possessions
Similarly, a significant relationship was found between normative choice of 
medicine and possessions for each of the five stipulated illnesses. For each of 
the five illnesses, more of the respondents in the most possessions group than 
in the least possessions group reported they would use WSM. For a Poison 
Episode, 48 percent of respondents in the most possessions group compared 
with 35 percent of respondents in the moderate possessions group and 18 
percent of respondents in the least possessions group reported they would use
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WSM to treat it. Also, for treatment of Malaria, 44 percent of the most 
possessions group compared with 32 percent of the moderate possessions 
group, and 17 percent of the least possessions group reported they would use 
WSM (see Table 7.10).
Table 7.9
Comparison of Normative Use of WSM with Actual Use of WSM for The Socio-economic 
Block of Independent variables: (a) Income (b) Possessions (c) Education (d) location of 
Residence
Key Independent 
V ariab les B lock 2 S o c io ­
econom ic V ariab les
P ercen t w h o  
W o u ld  Use  
W SM  
1
Base N um ber  
W ould  Use  
W SM  
2
P ercen t W ho  
A ctu a lly  Used  
W S M  
3
B ase Num bers  
A ctu ally  Used  
W SM  
4
a). Incom e level
Low Income 11 352 24 332
Medium Income 52 181 79 168
High Income 84 70 94 68
All 32 (603) 49 (568)
C hi-square 192.3 201.0
P-value < .001*** < .001***
C ram er’s V 0.57 0.60
b). P ossessions
Least Possessions 20 264 37 247
Moderate Possessions 37 248 56 234
Most Possessions 52 88 61 85
All 32 (600) 48 (566)
C hi-square 36.6 24.2
P-value < .001*** < .001***
C ram er’s V 0.25 0.21
c). Level o f Education
Primary and Below Primary 20 153 33 143
Middle and Jnr Secondary 28 368 48 346
Snr Secondary and Above 72 82 80 79
All 32 (603) 49 (568)
C hi-square 73.1 44.9
P-value < .001*** < .001***
C ram er’s V 0.35 0.28
d). Location o f R esidence
<6 km Around DC 35 483 52 453
>6km and <29km From DC 29 63 39 61
>29 km From DC 11 57 34 54
All 32 (603) 49 (568)
C hi-square 14.2 8.6
P-value < .001* < .0 5 *
C ram er’s V 0.15 0.12
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant 
statistically
Columns 1 and 2 respondents who would use W S M  for any of five illness conditions 
Columns 3 and 4 respondents who actually used W S M  for the treatment of their most recent illness 
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
A significant relationship was found between the dichotomous variable 
normative use of WSM and possessions. Respondents living in households with 
most possessions were more likely to report they would use WSM than 
respondents living in households with moderate and least possessions. Again, 
more respondents in the most possessions group than in the least possessions
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group reported they would use WSM; Fifty-two percent of respondents in the 
most possessions group compared with 37 percent of the moderate 
possessions group and 20 percent of the least possessions group. (Chi-square 
= 36.6, P< 0.001, Cramer’s V=0.25, see Table 7.9b).
Table 7.10
Percentage of Respondents Who Would Use WSM For Each of These Five Illnesses by
Material Possessions Index
Possessions Index
Type of Illness
Least
Wealth
Moderate
Wealth
Most
Wealth All
P-value
Poison 18% 35% 48% 30% P< .001
Malaria 17% 32% 44% 27% P< .001
Oedema (Dje Kwadwo) 13% 27% 40% 23% P< .001
Mental Illness 10% 18% 32% 16% P< .001
Boil 3% 8% 15% 7% P< .001
Total Number (n=) (264) (248) (88) (600)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .36 and 77.
7.3.3 Normative choice of medicine and education
A statistically significant relationship was found between normative choice of 
medicine and education for each of the five stipulated illnesses, more 
respondents with higher education than those with lower education reported 
they would use WSM. For the treatment of a Poison Episode, 68 percent of 
respondents with senior or post senior secondary education, compared with 27 
percent of respondents with middle school or junior secondary and only 16 
percent of respondents with primary or below primary education reported they 
would use WSM. The corresponding figures for the treatment of Malaria were 
63 percent of respondents with senior or post senior secondary education, 23 
percent of respondents with middle school or junior secondary, and 18 percent 
of respondents with primary or below primary education. Also, for Mental Illness 
and Boil the corresponding figures were 40 percent and 22 percent of 
respondents with senior or post senior education, 14 percent and 6 percent of 
respondents with middle school or junior secondary education, and 10 percent 
and 1 percent of respondents with primary and below primary education, 
respectively reported they would use WSM (see Table 7.11).
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Table 7.11
Percentage of Respondents Who Would Use WSM for Each of These Five Stipulated
Illnesses by Education
Education 
Primary Middle or Senior
and Below Jnr. Secondary
Type of Illness Primary Secondary or Above All P-value
Poison 16% 27% 68% 30% P< .001
Malaria 18% 23% 63% 27% P< .001
Oedema (Dje Kwadwo) 12% 20% 56% 23% P< .001
Mental Illness 10% 14% 40% 16% P< .001
Boil 1 % 6% 22% 7% P< .001
Total Number (n=) (153) (368) (82) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q 36 and 80.
There was an association between high education and expressed intention of 
use of WSM. More respondents with higher education than those with lower 
education reported they would use WSM. Seventy-two percent of respondents 
who have attained a senior or post senior secondary education expressed 
intention to use WSM, compared with 28 percent of respondents who have 
attained middle school or junior secondary education and 20 percent of 
respondents with primary or below primary education (see Table 7.9c).
7.3.4 Normative choice of medicine and location of residence
A statistically significant relationship was found between normative choice of--------
medicine and distance of residence from the district capital for two of the five 
stipulated Illnesses, namely Poison Episode and Malaria, which were the first 
two most likely illnesses for which respondents would use WSM for treatment.
More of those residents who lived nearer to the district capital than residents far 
away from the district capital reported they would use WSM for the treatment of 
these two illnesses. For the treatment of a Poison Episode or Malaria, 33 
percent and 29 percent of residents living less than six kilometres from the 
district capital, compared with only 9 percent of residents living more than 29 
kilometres from the district capital, reported they would use WSM (see Table 
7.12).
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Table 7.12
Percentage of Respondents Who Would Use WSM for Each of These Five Stipulated 
Illnesses by Residence (Distance to District Capital)
Residence (Distance To District Capital)
<6 km 7 - 29 km 30+ km
Type of Illness All P-value
Poison 33% 22% 9% 30% P< .001
Malaria 29% 29% 9% 27% P< .01
Oedema (Dje Kwadwo) 24% 22% 11 % 23% P (NS)
Mental Illness 16% 24% 9% 16% P (NS)
Boil 7% 9% 3% 7% P (NS)
Total Number fn=) (4831 (63) (57) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .36 and 14.
As expected, a significant association was found between the dichotomous 
variable normative use of WSM and distance of residence from the district 
capital. More of the respondents who were resident nearer to the district capital 
reported they would use WSM. Thirty-five percent of respondents who lived less 
than six kilometres from the district capital, compared with 29 percent of 
respondents who lived between 7 and 29 kilometres from the district capital, 
and 11 percent of respondents who lived further than twenty-nine kilometres 
from the district capital, reported they would use WSM (Chi-square = P< 0.001, 
Cramer’s V=0.15, see Table 7.9d).
7.3.5 Actual choice of medicine for most recent illness and income
In relation to actual use of any of the five different types of medicines for the 
respondents’ or other household members’ most recent illness, as expected a 
significant relationship was found between income and use of each of the five 
stipulated types of medicines. Higher income was associated with greater use 
of two of the five types of medicines, namely WSM Vendor and Hospital 
Treatment (see Table 7.12). Thus, there was a positive association between 
income and actual use of a WSM Vendor and Hospital Treatment. More of the 
respondents in the highest income group (94 and 82 percent) than respondents 
in the medium income group (77 and 38 percent), and in the lower income 
group (23 and 3 percent), used WSM Vendor and Hospital Treatment 
respectively. However, low income was associated with the use of Family 
Supplied TM and Herbalists. More of the respondents in the lowest income
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group (78 percent and 16 percent) than in the medium income group (50 
percent and 8 percent) and highest income group (22 percent and 10 percent) 
respectively used these types of medicines. The use of TM Vendor was almost 
uniform across the three income categories and about a quarter of all the 
income categories reported using it (see Table 7.13).
Table7.13
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Income
Income
Type of Medicine
Low
Income
Medium
Income
High
Income All
P-value
Family Supplied TM 78% 50% 22% 63% P< .001
WSM Vendor 23% 77% 94% 47% P< .001
TM Vendor 24% 25% 25% 25% P< .001
Hospital Treatment 3% 38% 82% 23% P< .001
Herbalist 16% 8% 10% 13% P< .001
Total Number fn=) 332 168 68 568
Income Per Annum: Low Income <500, 000 cedis (<£30), Medium Income >500, 000 and < I, 
000, 000 cedis (£30-£60), High Income > 1, 000, 000 cedis (£60+).
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .9 and 79.
As expected, when actual choice of medicine for most recent illness was 
dichotomised, a significant and strong positive association with income was 
found. The analysis showed that more respondents in the highest income group 
(94 percent) than respondents in the medium income group (79 percent) and 
respondents in the lowest income group (24 percent) used WSM (Chi-square = 
201.0, P< 0.001, Cramer’s V = 0.60, see Table 7.9a).
7.3.6 Actual choice of medicine for most recent illness and possessions
As predicted a statistically significant relationship was found between the 
possessions index and actual use of three of the five stipulated types of 
medicine, namely WSM Vendor, Hospital Treatment and Family Supplied TM. 
For WSM Vendor and Hospital Treatment, more of the respondents in the most 
possessions group (58 percent and 43 percent) than in the moderate 
possessions group (55 percent and 26 percent, respectively) and respondents 
in the least possessions group (36 percent and 12 percent) respectively, 
reported actual use of these types of medicines (see Table 7.14). However,
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more of the respondents in the least possessions group (73 percent) than in the 
moderate possessions group (58 percent) and the most possessions group (48 
percent) reported they used Family Supplied TM. Although, no significant 
relationship was found between possessions and actual use of a TM Vendor, a 
noticeable pattern emerged which suggested that marginally more respondents 
in the least possessions group (27 percent) than in the moderate possessions 
group (23 percent) and in the most possessions group (22 percent) reported 
using a TM.
Table 7.14
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Material Possession Index
Possession Index
Type of Medicine
Least
Wealth
Moderate
Wealth
Most
Wealth All
P-value
Family Supplied TM 7 3 % 5 8 % 4 8 % 6 3 % P< .001
WSM Vendor 3 6 % 5 5 % 5 8 % 4 7 % P< .001
TM Vendor 2 7 % 2 3 % 2 2 % 2 5 % P (NS)
Hospital Treatment 1 2 % 2 6 % 4 3 % 2 3 % P< .001
Herbalist 1 5 % 11 % 1 4 % 1 3 % P (NS)
Total Number (n=) (247) (234) (85) (566)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .9 and 77.
As expected, a significant relationship was found between the actual use of 
WSM for most recent illness and possessions index. More of the respondents in 
the most possessions group (61 percent) than in the moderate possessions 
group (56 percent) and respondents in the least possessions group (37 percent) 
used WSM (Chi-square = 24.2, P< 0.001, Cramer’s V = 0.21, see Table 7.9b).
7.3.7 Actual choice of medicine for most recent illness and education
In relation to the treatment for respondents’ or other household members’ most 
recent illness in the previous six months, a significant relationship was found 
between education and use of three of the five stipulated types of medicines, 
namely WSM Vendor, Hospital Treatment and Family Supplied TM. For WSM 
Vendor and Hospital Treatment, more respondents with senior secondary or 
above education (77 percent and 49 percent) than respondents with middle 
school or junior secondary education (47 percent and 20 percent) and
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respondents with primary education (31 percent and 15 percent) respectively, 
reported they used these types of medicines. Although, no significant 
relationship was found between education and actual use of Herbalists, there 
was a noticeable pattern in which more respondents with primary education (16 
percent) than respondents with middle school or junior secondary education (13 
percent) and senior secondary education (9 percent) used Herbalists. Again, 
the use of a TM Vendor was almost uniform across all three education 
categories used by roughly a quarter of respondents in each education category 
(see Table 7.15).
Table 7.15
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Education
Education
Type of Medicine
Primarv 
and Below 
Primarv
Middle or 
Jnr. 
Secondary
Senior 
Secondary 
or Above All P-value
Family Supplied TM 6 8 % 6 6 % 4 2 % 6 3 % P< .001
WSM Vendor 31 % 4 7 % 7 7 % 4 7 % P< .001
TM Vendor 2 5 % 2 5 % 2 3 % 2 5 % P (NS)
Hospital Treatment 1 5% 2 0 % 4 9 % 2 3 % P< .001
Herbalist 1 6 % 1 3% 9 % 1 3% P (NS)
Total Number (n=) (143) (346) (79) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q .9 and 80.
As expected, when the five types of medicines were dichotomised into actual 
use of WSM for most recent Illness, a significant relationship was found 
between it and education. The analysis showed that more of the respondents 
with senior secondary or post senior secondary education (80 percent) than 
middle school or junior secondary education (48 percent) and primary or below 
primary education (33 percent) used WSM Chi-square = 44.9, P< 0.001 and 
Cramer’s V = 0.28 (see Table 7.9c).
7.3.8 Actual choice of medicine for most recent illness and location of 
residence
A significant relationship was found between location of residence and three of 
the five stipulated types of medicines, namely WSM Vendor, TM Vendor and 
Family Supplied TM. More of the respondents living nearest to the district 
capital (51 percent) than respondents furthest from the district capital (39
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percent) used a WSM Vendor, but there was a greater use of TM Vendor by 
respondents who lived furthest from the district capital (44 percent), than other 
respondents (22 -24 percent) (see Table 7.16). However, fewer respondents 
who lived nearer to the district capital (60 percent) used Family Supplied TM, 
than other respondents who lived further away.
Table 7.16
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Distance to District Capital _____________________
Residence (Distance To District Capital)
Type of Medicine
<6 km 6 - 29 km 30 km
All P-value
Family Supplied TM 6 0 % 7 9 % 7 0 % 6 3 % P< .01
WSM Vendor 51 % 3 3 % 3 9 % 4 7 % P< .05
TM Vendor 2 2 % 2 4 % 4 4 % 2 5 % P< .01
Hospital Treatment 2 4 % 2 0 % 13% 23% P (NS)
Herbalist 1 4% 13% 9 % 13% P (NS)
Total Number (n=) (453) (61) (54) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), q .9  and 14.
As expected, when the five types of medicines were dichotomised into actual 
use of WSM for most recent Illness, a significant relationship was found 
between it and location of residence. More of the respondents resident nearest 
to the district capital (52 percent) used WSM than respondents resident second 
nearest to the district capital (39 percent) and respondents resident furthest 
from the district capital (34 percent) (Chi-square 8.6, P< 0.05, Cramer’s V = 
0.12, see Table 7.9d).
7.3.9 Priority order of choice of medicine for most recent illness and 
income
In relation to the relationships between priority order of use of type of medicine 
and the socio-economic variables, the analysis focused on the type of medicine 
used as first and second choices for most recent illness. A significant and 
positive association was found between income and selecting WSM as the first 
choice of treatment for respondents’ most illness. The analysis showed that the 
use of WSM as a first choice was strongly associated with high income. Ninety 
percent of the highest income group compared with 59 percent of the medium
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income group and 14 percent of the lowest income group reported using WSM 
as a first choice of medicine for the treatment of their most recent illness within 
a period of six months prior to the interviews (chi-square = 190.3, P< 0.001, 
Cramer’s V = 0.58, see Table 7.17a).
Also, a significant and positive association was found between income and 
selecting WSM for treatment as a second choice. Again, the use of WSM as a 
second choice was strongly associated with having high income. There was an 
increase in the percentage of the lowest and medium income groups who used 
WSM, from 14 and 59 percent respectively of respondents who used it as a first 
choice to 38 percent and 63 percent respectively who used it as a second 
choice. At the same time, the proportion of the highest income respondents who 
used WSM as a first choice reduced from 90 percent to 80 percent of 
respondents who used WSM as a second choice (Chi-square = 34.9, P< 0.001, 
Cramer’s V = 0.32, see Table 7.17a).
7.3.10 Priority order of choice of medicine for most recent illness and 
possessions
The analysis showed that there was a significant and positive association 
between possessions index and use of WSM as a first choice. Having most 
possessions was more associated with greater use of WSM as a first choice. 
Fifty-three percent of the most possessions group compared with 46 percent of 
the moderate possessions group and 22 percent of the least possessions group 
used WSM as a first choice treatment for their most recent illness (see Table 
7.17b).
There was no significant association between the use of WSM as a second 
choice and the possessions index. However, a pattern emerged in which 
respondents with most possessions used WSM as a second choice of treatment 
more than any other possessions group. Sixty-two percent of respondents with 
most possessions compared with 56 percent of respondents with moderate 
possessions and 51 percent of those with the least possessions used WSM as 
a second choice (see Table 7.17b).
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Table 7.17
C om parison o f O rder o f U se o f W S M  fo r m ost recent illness as a F irs t C ho ice and as a S eco nd  C ho ice  by S ocio ­
econo m ic  variab les : (a) Incom e (b) P ossessions (c) E ducation  (d) R esidence
S ocio-econom ic
C haracteristics
P ercen t W ho  
U sed W S M  as 
F irst C hoice
B ase N um ber  
First C hoice
P ercen t W h o  Used  
W S M  as S econd  
C hoice
B ase N um bers  
S eco nd C hoice
a). Incom e level
Low Income 14 333 38 136
Medium Income 59 167 63 131
High Income 90 68 80 65
All 37 (568) 56 (332)
C hi-square 190.3 34.9
P-value < .001*** < .001***
C ram er’s V 0.58 0.32
b). Possessions
Least Possessions 22 248 51 130
Moderate Possessions 46 233 56 142
Most Possessions 53 85 62 58
All 37 (566) 56 (330)
C hi-square 40.8 ns
P-value < .001***
C ram er’s V 0.27 —
c). Level o f Education
Primary and Below Primary 28 144 41 75
Middle and Jnr Secondary 32 345 58 198
Snr Secondary and Above 73 79 69 59
All 37 (568) 56 (332)
C hi-square 54.3 11.1
P-value < .001*** < .01**
C ram er’s V 0.31 0.18
d). R esidence (DC =
D istric t C apita l)
<6 km Around DC 41 453 60 264
>6km and <29km From DC 24 61 57 37
>29 km From DC 18 54 23 31
All 37 (568) 56 (332)
Chi-square 15.9 15.6
P-value < .001*** < . 001***
C ram er’s V 0.15 0.22
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant
Source: cho ice  o f  typ e  o f  medicine s u rv e y  (2004 ctms).
The association between the possessions index and priority order of use of type 
of medicine as first and second choices may be strongly related to income, 
because people with higher income are most likely to be able to afford more 
possessions than those with low income.
7.3.11 Priority order of choice of medicine for most recent illness and 
education
A significant and positive association was found between education and priority 
order of choice of WSM as first and second choices of type of medicine for most 
recent illness. Higher education was associated with wider use of WSM as first 
and second choices of medicine than those with lower education. As first choice
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of medicine, WSM was used by 73 percent of respondents who have attained 
senior secondary education compared with 32 percent of respondents who 
have attained middle or junior secondary education, and 28 percent of 
respondents who have attained primary or below primary education (Chi-square 
= 54.3, P< .001, Cramer’s V = 0.27, see Table 17.7c). Also, as a second choice 
of medicine, 69 percent of respondents who have attained senior secondary 
education used WSM compared with 58 percent of respondents who have 
attained middle or junior secondary education and 41 percent of respondents 
who have attained primary or below primary education (Chi-square = 11.1, P< 
.01, Cramer’s V = 0.18, see Table 7.17c).
It was observed that the proportion of respondents who had attained junior or 
below junior secondary level of education used WSM as a first choice less 
compared with the use of WSM as a second choice. There was a 13 percent 
increase (28 percent to 41 percent) in the proportion of respondents with 
primary or below primary education and a 26 percent increase (32 percent to 
58) percent) in the proportion with junior secondary level of education that 
reported using WSM as first choice, compared with using WSM as a second 
choice. In contrast, the proportion of respondents with senior secondary 
education who had used WSM as a first choice reduced from 73 percent to 69 
percent as a second choice (see Table 7.17c).
7.3.12 Priority order of choice of type of medicine for most recent illness 
and location of residence
There was a significant relationship between location of residence and priority
order of choice of WSM as a first and second choice of medicine for 
respondents’ or other household members’ most recent illness. Nearness of 
residence to the district capital was associated with the use of WSM as a first 
choice (41 percent) by residents within a distance of six kilometres of the district 
capital, compared with 24 percent of respondents who live within six - twenty- 
nine kilometres from the district capital and 18 percent of respondents resident 
more than twenty-nine kilometres from the district capital (Chi-square = 15.9, P< 
.001 and Cramer’s V = 0.15, see Table 7.17d). Also, as a second choice of 
medicine, nearness to the district capital was associated with greater use of
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WSM. The association was even stronger between distance and the use of 
WSM as a second choice than as a first choice, while the Cramer’s V for use of 
WSM as a first choice was 0.15, that for the use of WSM as a second choice 
was 0.22 (see Table 7.17d).
7.3.13 Summary of choice of WSM and socio-economic variables
The analysis showed that there were significant relationships between 
normative choice of medicine and three of the socio-economic variables for all 
the five stipulated illnesses. But the relationship between normative choice of 
medicine and location of residence showed a significant association for only two 
illnesses, namely Poison Episode and Malaria, with an increase in distance of 
location of residence from the district capital associated with less use of WSM. 
A positive association was found between the dichotomised normative use of 
medicine and the four socio-economic variables, with income showing the 
strongest association, followed by education, possessions and location of 
residence (see Tables 7.9(a) - (d)).
With regard to the analysis of actual choice of type of medicine for respondents’ 
or other household members’ most recent illness, Family Supplied TM was the 
medicine used by most respondents. Sixty-three percent of respondents 
reported using Family Supplied TM, followed by WSM Vendor (47 percent), TM 
Vendor (24 percent) and Hospital Treatment (23 percent), with Herbalist (13 
percent), being the type of medicine least used by the respondents (see Tables
7.4 and 7.5). When actual choice of medicine for most recent illness was 
dichotomised, the analysis showed that 49 percent of respondents used WSM. 
Also, there were significant relationships between actual use of WSM and all 
the socio-economic variables, with income showing the strongest association 
(Cramer’s V=0.60), followed by the possessions Index (Cramer’s V=021), 
education (Cramer’s V=0.28) and location of residence (Cramer’s V=0.12) (see 
Table 7.9). All the socio-economic variables showed a positive association with 
the use of WSM with the exception of location of residence, which showed a 
negative association.
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For most recent illness, the analysis showed significant associations between 
the use of WSM as first and second choices of medicine and all the socio­
economic variables, with the exception of the possessions index, which did not 
show a significant association with the use of WSM as a second choice of 
medicine. Higher education and most possessions were associated with wider 
use of WSM. Association was found with choice of medicine as a first choice 
and the three socio-economic variables. The order of strength of the 
associations between the use of WSM as a first choice and the socio-economic 
variables and their Cramer’s V values were, Income (0.58), education (0.54), 
possessions (0.27) and location of residence (0.15) (see Table 7.17). However, 
there was a negative association between choice of medicine and location of 
residence from the district capital, the further the distance of residence from the 
district capital, the fewer respondents used WSM as a first choice of medicine. 
A similar pattern was observed in the use of WSM as a second choice and all 
the socio-economic variables (see Table 7.17).
7.4 Summary
This chapter began by providing a rationale for the inclusion of the key 
dependent variables in the analysis and indicated that chi-square and their p- 
values would be used to test for significant relationships between the dependent 
and independent variables of interest. It proceeded to present tabular analysis 
of the relationships between the three key dependent variables and the 
demographic variables.
The analysis of the relationships between the dependent variables and the 
demographic variables showed that there were significant associations between 
two of the demographic variables, namely sex and marital status and a 
willingness to use WSM and selecting WSM as their first choice of medicine for 
the most recent illness. In each case, men were more likely to use WSM than 
women, and the previously married were least likely to do so. Also, there were 
significant relationships between sex and age and actual use of WSM for their 
most recent illness. Men were more likely to use WSM and women and older 
adults were least likely to do so.
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The analysis of the three dependent variables and the socio-economic variables 
was presented. Here the analysis showed that there were significant 
associations between normative choice of WSM and each of the socio­
economic variables, actual choice of WSM and each of the socio-economic 
variables, and priority order of choice of WSM as a first choice. In all cases, 
there was a significant association between the dependent variables and the 
four socio-economic variables. The Chi-square and Cramer’s V values indicated 
that income had the strongest association with actual choice of WSM followed 
by education, then possessions and location of residence from the district 
capital. There may be inter linkages between the socio-economic variables, for 
example, income may partly explain the association with education, which will 
be assessed later in the multivariate analysis chapters.
All the demographic and socio-economic variables which showed significant 
associations with Actual use of WSM will be entered into the multivariate 
analysis in chapter nine. They will be analysed, alongside any of the beliefs 
variables to be analysed in the next chapter, which show statistically significant 
relationships with Actual use of WSM. The next chapter continues with the 
tabular analysis focusing on the two other blocks of independent variables, 
namely, the beliefs block and the characteristics of illness block of variables.
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Chapter Eight
The Role of Traditional Beliefs on Choice of WSM or TM 
8.0 Introduction
This chapter is a continuation of the bivariate analysis began in the previous 
chapter. However, the focus will be on the relationships between the beliefs 
block and characteristics of illness block variables and the three dependent 
variables, namely normative choice of WSM, actual choice of WSM and priority 
choice of WSM. A reminder of the conceptual use of each of the three beliefs 
variables is provided. The relationships between the dependent variables and 
the cultural beliefs variables namely general beliefs, beliefs of illness causation 
and perception of medicine are presented first, followed by discussion of a 
variable measuring the characteristics of illness, namely duration of Illness.
8.1 Choice of WSM and cultural beliefs
As demonstrated by the discussions in chapters 1-4, literature on medicine and 
choice of type of medicine in indigenous or tribal societies in developing 
countries including Ghana, has given undue weight to cultural beliefs and 
perceptions as the main influence on the choice between WSM and TM (Fink 
1989, Sindiga 1995a 1995b, 1995c, 1995d, Owoahene Acheampong 1998). 
They argue that traditional beliefs and beliefs about illness causation of people 
in indigenous communities of developing countries are generally based on 
superstition, which influence their perception of TM and WSM and, in turn, the 
choice between the two types of medicines. Perhaps this argument could be 
justified in the past because, until recently, few people in these parts of the 
world had had any direct experience of the use of WSM. Even then, most of 
those who had used WSM had done so mainly through vaccination (Bierlich 
2001) or purchasing medicine from a WSM Vendor, rather than through hospital 
treatment (Fink 1989, Asenso-Okyere et al. 1998). However, even if it is 
accepted that people’s cultural beliefs had a central role in their decision to 
choose between WSM and TM in the past, that may not hold true today for four 
reasons.
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First, WSM has gained roots and demonstrated some spectacular successes 
following the massive vaccination programmes and the relentless campaigns by 
governments and pharmaceutical companies to promote WSM in these 
societies (Bierlich 2001). Second, the economies of these countries are moving 
gradually from subsistence towards monetary economies or have already done 
so. Third, literacy levels have improved in these societies. Fourth, cultural 
beliefs are presented as static phenomena, whereas this is not the case, 
especially in the context of societies like Ghana, which is going through rapid 
socio-economic, political and cultural change (Twumasi 1979, Fink 1989).
In this context, it may be analytically difficult to sustain the argument that 
traditional beliefs of people continue to be central to their decision to choose 
between WSM and TM. The contribution traditional beliefs make to people’s 
decision to choose between WSM and TM may at best be marginal, but in most 
cases, may not be as important as the material resources required to enable 
individuals to access any type of medicine, a situation made worse in the case 
of WSM in rural communities of developing countries, because of problems 
including lack of affordability, inflexible mode of payment and additional 
transportation costs when hospital treatment is required. Moreover, in rural 
communities like the field site community, cultural beliefs are more likely to be 
homogeneous across the entire community and therefore will not differentiate 
between individuals in their choice of types of medicine. It is therefore 
hypothesised that in early 21st century rural Ghana, cultural beliefs factors are 
not as important an influence on choice between WSM and as are socio­
economic factors.
8.2 Conceptual use o f beliefs variables
Three cultural beliefs indicators, namely general beliefs, beliefs of illness 
causation and perception of medicine, were used in the analysis. How these 
cultural beliefs indicators were developed was discussed in chapter 6 (section
6.9), but the conceptual use of each of these variables is restated below.
The general beliefs scale was developed from a set of sixteen statements 
asking respondents to indicate their degree of agreement or disagreement with
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each statement on a five response category scale. The statements were 
considered to highlight the extent to which respondents held ‘modern or 
traditional' beliefs. Using Friedman chi-square reliability test, four of the items, 
which had a standard alpha score of 0.74 were used to develop a scale where 
a high score indicated weak traditional beliefs and a low score indicated strong 
traditional beliefs. The scale was then recoded into three categories [1] = Very 
Traditional, [2] = Moderately Traditional and [3] = Less traditional beliefs.
The belief of illness causation scale was developed from a set of six statements 
asking respondents to indicate their degree of agreement or disagreement 
using five response categories. The statements were thought to elicit 
respondents ‘modern and traditional' beliefs about illness causation. Using 
Friedman Chi-square reliability test, an item was dropped and the five remaining 
items, which had a standard alpha score of 0.73, were used to develop the 
scale where a high score indicated weak traditional beliefs of causation illness 
and a low score indicated strong traditional beliefs of causation of illness. The 
scale was then recoded into three categories, [1] = Very Traditional, [2] = 
Moderately Traditional and [3] = Less Traditional, beliefs about illness 
causation.
Perception of medicine was developed from seven statements asking 
respondents to indicate their degree of agreement or disagreement using five 
response categories. This variable is about respondents’ attitude toward 
medicine. The statements were thought to elicit respondents’ perception of 
medicine. Using Friedman chi-square reliability test, three items were dropped. 
The four remaining items, which had a standard alpha score of 0.52, were 
used to develop the scale. A high score indicated unfavourable perception of 
WSM and low score indicated favourable perception of WSM. The scale was 
then recoded into three categories [1] = Good, [2] = Fair and [3] = Poor 
perceptions of WSM.
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8.3 Normative choice and cultural beliefs
This section is first of the relationships between cultural beliefs and the use of 
medicine, namely normative use of medicine. There are three conceptual uses 
of choice of medicine in this research and normative choice is the first.
8.3.1 Normative choice of medicine and general beliefs
A significant relationship was found between normative choice of WSM and 
general beliefs for only two of the five stipulated illnesses, namely a Poison 
Episode and Malaria, which were the two illnesses most respondents reported 
they would use WSM to treat. For the treatment of each of these two illnesses, 
more respondents who held weaker traditional beliefs than respondents who 
held moderate traditional beliefs reported they would use WSM. For the 
treatment of a Poison Episode and Malaria, 37 percent and 32 of respondents 
who held weaker traditional beliefs, compared with 31 percent each of 
respondents who held moderate traditional beliefs and 23 percent and 19 
percent of respondents who held stronger traditional beliefs reported they would 
use WSM (Table 8.1).
Table 8.1
Percentage of Respondents Who Would Use WSM For Each of These Five Stipulated
Illnesses by General Beliefs
General Beliefs
Type of Illness
Very
Traditional
Moderately
Traditional
Less
Traditional All
P-value
Poison 23% 31 % 37% 30% P< .05
Malaria 19% 31 % 32% 27% P< .05
Oedema (Dje Kwadwo) 19% 26% 23% 23% P (NS)
Mental Illness 13% 18% 18% 16% P (NS)
Boil 4% 8% 8% 7% P (NS)
Total Number (n=) (217) (219) (167) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.36 and 38-50.
There was a significant, but weak, association between the dichotomised 
normative use of WSM and respondents’ general beliefs, 38 percent of 
respondents with weaker traditional beliefs compared with 25 percent of those 
who held stronger traditional beliefs would use WSM (Chi-square = 7.3, P< 0.05 
Cramer’s V =0.11 (Table 8.2a).
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Table 8.2
Comparison of Normative Use of WSM with Actual Use of WSM in relation to the Beliefs 
Block of Independent variables: (a) General Beliefs (b) Beliefs about Illness Causation (c) 
Perception of Medicine (WSM)
Key In dep end ent B lock 3: 
B elie fs V ariab les  B lock
Percent 
W h o  W ould  
Use W SM
B ase  
N um ber  
W ou ld  Use  
W SM
P ercent 
W ho  
A ctu ally  
U sed W S M
Base  
N um ber  
A ctually  
Used W SM
a). G eneral Beliefs
Very Traditional 25 216 43 206
Moderately Traditional 34 244 53 212
Less Traditional 38 143 50 150
All 32 (603) 49 (568)
C h i-square 7.3 ns
P-value < .0 5 *
C ram er’s V 0.11 —
b). B eliefs o f Illness C ausation
Very Traditional 28 190 51 177
Moderately Traditional 37 178 47 168
Less Traditional 31 235 48 223
All 32 (603) 49 (568)
C hi-square ns ns
P-value ■■
C ra m e r’s V — —
c). P erception  o f W SM
Good Perception 32 216 52 203
Fair Perception 31 244 47 232
Poor Perception 34 143 46 133
All 32 (603) 49 (568)
C hi-square ns ns
P-value ■■
C ram er’s V — —
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant 
statistically
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
8.3.2 Normative choice of WSM and beliefs of causation of illness
No significant association or pattern was found between normative choice of 
WSM for the five illness conditions and beliefs of causation of illness (Table
8.3), or between beliefs of causation of illness and normative choice of WSM, 
when the latter variable was dichotomised (Table 8.2b).
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Table 8.3
Percentage of Respondents Who Would Use WSM For Each of These Five Stipulated 
Illnesses by Beliefs of Illness Causation
Beliefs of Illness Causation 
Very Moderately
Traditional Traditional
Less
Type of Illness P-value
Poison 27% 34% 28% 30% P (NS)
Malaria 26% 30% 26% 27% P (NS)
Oedema (Dje Kwadwo) 24% 23% 22% 23% P (NS)
Mental Illness 18% 14% 17% 16% P (NS)
Boil 6% 8% 6% 7% P (NS)
Total Number (n=) (190) (178) (235) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.36 and 37.
All
8.3.3 Normative choice of medicine and perception of medicine
It was expected that perception of WSM would influence people's choice of 
WSM or TM, but neither was a significant association found nor a trend 
observed between perception of WSM and normative choice of medicine (see 
Tables 8.2(c) and 8.4).
Table 8.4
Percentage of Respondents Who Would Use WSM For Each of These Five Stipulated
Illnesses by Perception of WSM
Type of Illness
Perceotion of WSM 
Good Fair 
Perception Perception
Poor
Perception All
P-value
Poison 31 % 28% 31 % 30% P (NS)
Malaria 28% 26% 27% 27% P (NS)
Oedema (Dje Kwadwo) 24% 22% 22% 23% P (NS)
Mental Illness 13% 17% 20% 16% P (NS)
Boil 5% 8% 7% 7% P (NS)
Total Number (n=) (216) (244) (143) (603)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q36 and Q20 - 26.
8.4 Actual choice of medicine for most recent illness and cultural beliefs
This section is the second on the relationships between cultural beliefs and the 
use of medicine, namely actual use of medicine. Actual use of medicine is the 
second conceptual meaning of choice of medicine employed in this research.
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8.4.1 Actual choice of medicine for most recent illness and general beliefs
For actual use of different types of medicines for last illness, a significant 
association was found with general beliefs for two of the five stipulated types of 
medicines, namely, Family Supplied TM and Hospital Treatment (Table 8.5). 
More respondents who held very traditional beliefs (68 percent) than less 
traditional beliefs (54 percent) used Family Supplied TM for the treatment of 
their last illness. Similarly, for Hospital Treatment, more respondents who held 
less traditional beliefs (30 percent) than respondents who held moderate 
traditional beliefs (24 percent) and stronger traditional beliefs (17 percent) used 
it for the treatment of their last illness. No statistically significant association was 
found between dichotomised actual use of WSM and respondents' general 
beliefs (Table 8.2a).
Table 8.5
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by General Beliefs
General Beliefs
Type of Medicine
Very
Traditional
Moderately
Traditional
Less
Traditional All
P-value
Hospital Treatment 17% 24% 30% 23% P< .01
WSM Vendor 42% 52% 49% 47% P (NS)
Herbalist 15% 13% 11 % 13% P (NS)
TM Vendor 25% 24% 25% 25% P (NS)
Family Supplied TM 68% 65% 54% 63% P< .05
Total Number (n=) (206) (212) (150) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.9 and 38-50.
8.4.2 Actual choice of medicine for most recent illness and beliefs of 
illness causation
A significant association was found between beliefs of illness causation and use 
of three types of medicines, namely Family Supplied TM, TM Vendor and 
Herbalist. For the use of Family Supplied TM, more respondents who held 
stronger traditional beliefs (67 percent) than respondents who held less 
traditional beliefs (61 percent) used it (see Table 8.6). Also, more respondents 
who held stronger traditional beliefs (32 percent) than respondents who held 
moderate or less traditional beliefs, of whom 21 percent each used a TM 
Vendor for the treatment of their most recent illness. Although a significant 
association was not found between the use of hospital treatment and beliefs of
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illness causation, a trend was apparent, which suggested that more 
respondents who held less traditional beliefs (26 percent) than respondents who 
held stronger traditional beliefs (17 percent) used hospital treatment for their 
last illness. There was more or less a uniform level of the use of WSM Vendor 
(Table 8.6). No significant relationship was found between beliefs of illness 
causation and the dichotomised actual use of WSM (Table 8.2b).
Table 8.6
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Beliefs of Illness Causation
Beliefs of Illness Causation
Type of Medicine
Very
Traditional
Moderately
Traditional
Less
Traditional All
P-value
Family Supplied TM 6 7 % 6 3 % 61 % 6 3 % P< .05
WSM Vendor 4 9 % 4 7 % 4 7 % 4 7 % P (NS)
TM Vendor 3 2 % 21 % 21 % 2 5 % P< .05
Hospital Treatment 1 7 % 2 4 % 2 6 % 2 3 % P (NS)
Herbalist 2 0 % 1 3% 9 % 1 3 % P< .01
Total Number (n=) (177) (168) (223) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.9 and 37.
8.4.3 Actual choice of medicine for most recent illness and perception of 
WSM
No significant association was found between normative use of any of the five 
types of medicines and perception of WSM (see Table 8.7). However, there 
were trends between perception of WSM and use of two types of medicines 
namely, WSM Vendor and Family Supplied TM. For Family Supplied TM, 
respondents who had a good perception of WSM (62 percent) used it marginally 
less than respondents who had a poor perception of WSM (66 percent) (Table 
8.7). No significant relationship was found between perception of WSM and the 
dichotomised actual use of WSM. However there was a trend in which 
respondents who had a good perception of WSM (52 percent) marginally used 
more WSM than respondents who had a poor perception of WSM (46 percent) 
(Table 8.2c).
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Table 8.7
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Perception of WSM
Type of Medicine
Perception of WSM 
Good Fair 
Perception Perception
Poor
Perceotion All
P-value
Hospital Treatment 2 3 % 2 0 % 2 6 % 2 3 % P (NS)
WSM Vendor 51 % 4 6 % 4 4 % 4 7 % P (NS)
Herbalist 1 4% 1 3% 1 2 % 13% P (NS)
TM Vendor 2 8 % 2 0 % 2 7 % 2 5 % P (NS)
Family Supplied TM 6 2 % 6 3 % 6 6 % 6 3 % P (NS)
Total Number (n=) (203) (232) (133) (568)
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.9 and Q20 - 26
8.5 Priority order of choice of medicine and beliefs block variables
This section is the third on the relationships between cultural beliefs and the use 
of medicine, namely priority order of choice of medicine. Order of use of 
medicine is the third conceptual meaning of choice of medicine employed in this 
research. No significant association was found between any of the cultural 
beliefs variables and the use of WSM as first and second choices (Table 8.8), 
with the exception of general beliefs, which showed a modest association with 
the use of WSM as a first choice. For the use of WSM as a first choice, 
respondents who held less traditional beliefs (43 percent) used it more than 
respondents who held moderate traditional beliefs (38 percent) or stronger 
traditional beliefs (31 percent) (chi-square = 5.9, P< 0.05 and Cramer’s V = 
0.10, Table 8.8a)
178
Table 8.8
O rder o f Use o f W S M  As A  F irs t C ho ice  and asa Second C ho ice by B elie fs  variab les: (a) G eneral Beliefs (b) 
B elie fs o f Illness C ausation (c) P erception  o f M edic ine
P ercen t W ho  
U sed W SM  as  
F irst C hoice
B ase N um ber  
First C hoice
P ercen t W ho  U sed  
W S M  as S eco nd  
C ho ice
B ase N um ber  
S econd Choice
a). G eneral Beliefs
Very Traditional 31 205 49 116
Moderately Traditional 38 212 56 132
Less Traditional 43 151 65 84
All 37 (568) 56 (332)
C hi-square 5.9 ns
P -value < .05*
C ram er’s V 0.10 —
b). Beliefs o f Illness
C ausation
Very Traditional 34 177 49 118
Moderately Traditional 39 168 57 97
Less Traditional 37 223 62 117
All 37 (568) 56 (332)
C hi-square ns ns
P-value ■■
C ram er’s V — —
c). Perceotion o f M edic ine
Good Perception 35 203 58 125
Fair Perception 38 232 55 125
Poor Perception 36 133 54 82
All 37 (568) 56 (332)
C hi-square ns ns
P-value
C ram er’s V — - -
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not significant 
statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
Although no significant association was found between the selection of WSM as 
a second choice and any of the beliefs block variables, there were trends in all 
three cases. In selecting WSM for treatment as a second choice and general 
beliefs, more of the respondents who held less traditional beliefs (65 percent) 
than respondents who held moderate traditional beliefs (56 percent) and 
stronger traditional beliefs (49 percent) used WSM as a second choice (Table 
8.8a). A similar trend was found with the use of WSM as a second choice and 
beliefs of illness causation, which showed that more respondents who held less 
traditional beliefs (62 percent) than respondents who held stronger traditional 
beliefs (49 percent) used WSM as a second choice (Table 8.8b). Also a slight 
trend was observed which suggested that marginally more respondents who 
had a good perception of WSM (58 percent) used WSM as a second choice 
than respondents who had a poor perception of WSM (54 percent) (Table 8.8c).
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8.6 Summary of choice of WSM and beliefs variables
The analysis of the beliefs block of variables and the dependent variables 
showed that no significant associations were found between normative choice 
for the five stipulated illnesses and any of the beliefs variables (Tables 8.3 and
8.4), with the exception of general beliefs, which showed a significant 
association with two of the illnesses, namely Poison Episode and Malaria (see 
Table 8.1). In both cases, having less traditional beliefs was associated with 
more likely use of WSM than holding stronger traditional beliefs. No significant 
association was found between the dichotomised normative choice of WSM and 
any of the beliefs variables, with the exception of general beliefs. This showed a 
modest association (P<0.05), in which more respondents who held less 
traditional belief (38 percent) than those who held stronger traditional beliefs (25 
percent) would use WSM (Table 8.2).
In relation to actual use of the different types of medicines, there were 
significant associations between general beliefs and the use of two types of 
medicines, namely hospital treatment and family supplied TM, in which 
respondents who held less traditional beliefs used hospital treatment more and 
family supplied TM less than respondents who held stronger traditional beliefs 
(Table 8.5). Also, significant associations were found between beliefs of illness 
causation and actual use of three types of medicines, namely using family 
supplied TM, TM Vendor and herbalist, but not hospital treatment and WSM 
Vendor. But no significant association was found between perception of WSM 
and the use of any type of medicine (Table 8.6). However, a trend was 
observed which suggested that respondents who had a good perception of 
WSM used a WSM Vendor more, and family supplied TM less, than 
respondents who had a poor perception of WSM.
For the priority of selecting different types of medicine for treatment, only 
general beliefs showed some modest association with the use of WSM as a first 
choice. More respondents who held less traditional beliefs (43 percent) than 
those who held moderate traditional beliefs (38 percent) and stronger traditional 
beliefs (31 percent) used WSM as a first choice for treatment of their most 
recent illness (Table 8.8a).
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Although no significant association was found between beliefs of respondents 
and the type of medicine they used as a second choice, a trend was observed 
in which more of the respondents who held less traditional beliefs than 
respondents who held moderate and stronger traditional beliefs used WSM as a 
second choice (Table 8.8a-b). A similar trend was found with perception of 
WSM, where more of the respondents who had a good perception of WSM than 
respondents who had a fair or a poor perception of WSM used WSM as second 
choice for the treatment of their most recent illness (Table 8.8c).
8.7 Choice of medicine and characteristics of illness: duration of illness
According to Kreoger (1983) the characteristics of an illness are a key 
determinant of choice of medicine. The review of the literature suggested that 
characteristics of illness influence people’s choice of medicine in two ways. 
These reflect the dual nature of how characteristics of an illness are 
conceptualised, namely as a severity of an illness or as a type of illness. The 
latter influences people’s choice of type of medicine via beliefs of the cause or 
causes of that illness see chapter four (section 4). This section deals with the 
former - severity of an illness, which is defined and measured in this study by 
the duration of an illness, similar to the way Develay et al. (1996) 
conceptualised it in their study in Burkina Faso.
The duration of an illness has been argued to influence people’s choice of type 
of medicine and has been empirically tested. However, what is at issue is which 
type of medicine - WSM or TM, does short-term or long-term illness lead people 
to choose? Develay et al. (1996) found that short-term illnesses were treated at 
home and long-term illnesses were more likely to be treated in a modern health 
care setting. In her study in the Adambge district in Ghana, Agyapong (1996) 
found that the respondents used TM for Malaria in the early days of the illness 
and only turned to WSM when the first choice of treatment was unsuccessful.
This was therefore tested in this research. In relation to respondents’ or other 
household members’ most recent illness, duration of illness was conceptualised 
in this study as the number of days that a respondent felt ill and could not
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perform his or her daily chores, such as doing domestic chores, going to work, 
farm or school etc. and required treatment (see appendices C and D, Q.8). 
The responses were then recoded into three categories <7days (Short Term), 8 
- 28 days (Medium Term) and >28days (Long Term) illness.
Table 8.9
Percentage of Respondents Who Used Different Types of Medicine for their most recent
Illness by Duration of Illness_______________________
Duration of Illness
Types of Medicine
Short
Term
Medium
Term
Long Term
All P-value
Family Supplied TM 57% 66% 79% 63% P< .001
WSM Vendor 48% 47 % 47% 47% P(NS)
TM Vendor 14% 32% 49% 25% P< .001
Hospital Treatment 23% 26% 15% 23% P(NS)
Herbalist 6% 20% 26% 13% P< .001
Totals Number (n=) (317) (159) (91) (567)
Short Term 1 - 7 days, Medium Term > 1 Week and < 1 Month, Long Term > 1 Month 
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.9 and 8.
8.7.1 Choice of medicine and duration of illness
A strong significant association was found between the duration of an illness 
and use of three of the five stipulated types of medicines, namely family 
supplied TM, TM Vendor and herbalist, which respondents selected to treat 
their most recent illness. Each of these types of medicines was used more for 
illnesses that were of a long-term nature than illnesses that were of a medium 
or short-term nature. Seventy-nine percent of respondents used a family 
supplied TM for the treatment of their long-term illnesses compared with 66 
percent and 57 percent who used it to treat their medium and short-term 
illnesses, respectively (Table 8.9). Also, 49 percent of respondents used a TM 
Vendor to treat their long-term illness compared with 32 percent and 14 percent 
who used it to treat their medium and short-term illnesses, respectively. A 
similar association was found with the use of herbalist, where 26 percent of 
respondents used it to treat their long-term illness compared to 20 percent and 
6 percent who used it to treat their medium and short-term illnesses, 
respectively (Table 8.9). Note that there is no difference between duration of 
illness and the use of WSM Vendor or hospital treatment, so no endless greater
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use of WSM for long-tem illnesses. A significant association was not found 
between the dichotomised actual use of WSM and duration of illness (Table
8 .10).
Table 8.10
Percentage of Respondents Who Used WSM for their most recent Illness by Duration of 
  Illness
Duration of Illness 
Short Medium Long Term 
Types of Medicine Term Term All P-value
Use WSM 49 48 47 49
Other Medicine 51 52 53 51
Percentage Total 100% 100% 100% 100%
Totals Number (n=) (317) (159) (91) (567)
P-value 
Cramer’s V
Short Term 1 - 7 days, Medium Term > 1 Week and < 1 Month, Long Term > 1 Month 
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS), Q.9 and 8.
8.7.2 Priority choice of WSM and duration of illness
There were significant associations between the use of WSM as both first and 
second choices of treatment and the duration of an illness (see Table 8.11). 
Forty-two percent of respondents selected WSM as a first choice of treatment 
for their short-term illnesses, compared to 31 percent and 25 percent, who 
selected it for their medium and long-term illnesses, respectively. A similar 
significant and negative, but stronger, association was found between the 
duration of an illness and the selection of WSM as a second choice of 
treatment. Sixty-six percent of respondents used WSM as a second choice for 
the treatment of their short-term illnesses compared with 51 percent and 42 
percent who used it for treatment of their medium and long-term illnesses, 
respectively (chi-square = 11.8, P< 0.01 and Cramer’s V = 0.19, Table 8.11).
8.8 Summary
This chapter continued the bivariate analysis begun in chapter seven by 
focusing on the beliefs block and characteristics of illness block variables. The 
analysis has shown that no significant associations were found between
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normative choice of WSM and any of the beliefs variables (Tables 8.3 and 8.4) 
with the exception of general beliefs, which showed a significant association 
with two types of illnesses, namely Malaria and Poison Episode. In each case, 
more respondents who held less traditional beliefs than those who held 
moderate and strong traditional beliefs reported they would use WSM (Table 
8.1). When normative choice was dichotomised, an association was found 
between it and only the general beliefs variable, in which more respondents 
who held less traditional beliefs (38 percent) than those who held stronger 
traditional beliefs (25 percent) reported they would use WSM (Table 8.2a).
Table 8.11
C om parison o f O rder o f Use o f W S M  as a F irs t C hoice and as a S econd C ho ice  by D uration  o f Illness
P ercen t W ho  
U sed W SM  
as First 
C hoice
B ase N um ber  
First C hoice
P ercen t W ho  
U sed W S M  as  
S eco nd C ho ice
B ase N um ber  
S eco nd C hoice
C haracteris tic  o f Illness
a) D uration o f Illness
S ho rt illness < 7days 42 316 66 146
M edium  Term  Illness >7  and <28 days 31 160 51 118
Long Term  Illness >28 days 25 91 42 66
All 36 (567) 56 (330)
Chi-square 11.9 11.8
P -value < .01** < .01**
C ram er’s V 0.15 0.19
There are three p-values or level or significance used, namely *p<0.05, **p<0.01 and ***p<001; ns = not 
significant statistically.
Source: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS).
For the use of different types of medicines, a significant association was found 
only between general beliefs and the use of hospital treatment and family 
supplied TM. Respondents who held less traditional beliefs used more WSM 
and less family supplied TM than those who held moderate and stronger 
Traditional beliefs (Table 8.4). Also, a significant association was found 
between beliefs of illness causation and the use of three types of medicines: 
family supplied TM; TM Vendor; and herbalist. In each of these three cases, 
more respondents who held stronger traditional beliefs than respondents who 
held moderate and less traditional beliefs used them (Table 8.6). When actual 
choice of medicine was dichotomised, no significant association was found 
between it and any of the beliefs variables.
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The analysis confirmed that there were significant and negative associations 
between duration of an illness and priority use of WSM as both first and second 
choices of medicine for the treatment of respondents’ or other household 
members’ most recent illness. In both first and second choices of medicine, 
respondents used WSM more for the treatment of short-term illnesses than 
medium and long-term illnesses. The strength of association between the 
duration of an illness and selecting WSM as a treatment was weaker for 
selecting it as first choice (Table 8.11) than selecting it as a second choice (see 
Table 8.11).
Overall, none of the beliefs or characteristics of illness variables showed a 
significant association or marked trend between it and the dichotomised actual 
use of WSM, with the exception of perception of medicine, which showed some 
weak trend. Nonetheless because of the theoretical importance of these 
variables in the research literature and the model proposed in chapter five, the 
beliefs variables will be considered for entry into the multivariate analysis in the 
next chapter. In this chapter, the relative importance of the demographic and 
socio-economic variables, which showed significant associations between them 
and the dichotomised three dependent variables, together with the beliefs 
variables, will be assessed by logistic regression analysis.
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Chapter Nine
Logistic Regression Models Predicting the use of WSM
9.0 Introduction
Chapters seven and eight presented tabular analysis of the relationships 
between the key explanatory variables and the three dependent variables 
namely, Normative use of WSM, Actual Use of WSM and the use of WSM as a 
First Choice of medicine. It was shown that there were significant relationships 
between some, but not all, of the independent variables and the three 
dependent variables. This chapter focuses on the assessment of the relative 
influence of each of the sets of explanatory variables on the three dependent 
variables, beginning with the rationale for using multivariate analysis, 
specifically logistic regression. A brief description is provided, focusing on how 
to assess logistic regression models as a whole, the contribution of individual 
explanatory variables to a model, and the interpretation of the coefficients. Then 
three logistic regression models (LRMs) are presented. These were constructed 
around the three key dependent variables used in the tabular analysis and were 
normative use of WSM (LRM1), actual use of WSM for last illness (LRM2) and 
the use of WSM as a first choice for most recent illness (LRM3).
9.1 Choice of analytic technique: Logistic regression
Multivariate analysis is used because it enables the assessment of the 
independence and relative influence of each explanatory variable on a 
dependent variable after controlling for the effects of other independent 
variables (Seale 1998b, Allison 1999, Fielding and Gilbert 2000). The three 
dependent variables are dichotomous and all the independent variables are 
categorical. Hence, logistic regression, considered one of the most appropriate 
multivariate analytic techniques for analysing this type of data (Hutcheson and 
Sofroniou 1999, Allison 1999, Seale 1998b), was used. The specific type of 
logistic regression used, was hierarchical models with analysis undertaken by 
SPSS version11.5.
Logistic regression is a:
“Generalised linear modelling [GLM] technique, which allows predictions to be 
made of the response variable as well as an assessment of the importance of
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individual and groups of explanatory variables [thus,] (fulfilling the regression goals 
of prediction and explanation).” (Hutcheson and Sofroniou 1999: 113)
“Logistic regression has no assumptions about the distributions of the predictor 
variables; the predictors do not have to be normally distributed, linearly related, or 
of equal variance within each group ... the predictors do not need to be discrete; 
the predictors can be any mix of continuous, discrete and dichotomous variables... 
Logistic regression cannot produce negative predicted probabilities... it is 
especially useful when the distribution of responses on the DV [dependent 
variable] is expected to be nonlinear with one or more of the IV [independent 
variables].” (Tabachnick and Fidell 2001: 517)
There are several generalised linear modelling transformation techniques, but a 
common one used where there is a binary dependent variable is logistic 
regression models (LGM) utilising the log of the odds transformation. This is a 
transformation of measures of probability into measures of odds and, to 
represent it linearly, the natural log of the odds, commonly known as the logit is 
taken, then the inverse of the logit, which is the exponential regression (eB) of 
the explanatory variable. It has to be noted that measures of probability and 
odds are distinct, despite the fact that they provide similar information 
(Tabachnick and Fidell 2001, Agresti and Finlay 1997, Allison 1999).
The odds in this study are the ratio of the probability of a respondent with 
specific characteristics reporting that he/she would use WSM in the event of 
illness (LGM1), or actually used WSM (LRM2) or used WSM as a first choice of 
treatment for his/her most recent illness (LGM3), (p) compared to the probability 
that a person with the same characteristics did not report that he/she would use 
WSM or did actually use WSM or did use WSM as a first choice (1 - p). The 
initial model fitted was a straightforward additive one:
Loge (p /1  - p) = a + bXi + cX2 + dX3 + eX4...
Where p is the probability of a person reporting that he/she would use WSM if 
he/she fell ill (LGM1) or did actually use WSM (LGM2) or used WSM as a first 
choice (LGM3) for the treatment of his/her last illness; a, b, c, d and e ... are the 
coefficients to be estimated, and X 1} X2, X3 and X4 ... are the independent 
variables.
Sequential or a hierarchical type of logistic regression is where the researcher 
specifies the order of entry of explanatory variables into the model. Then the
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contribution that each explanatory variable makes to the predictive power of the 
model is assessed to consider its retention in the model or removal from it.
There are two types of inferential tests for logistic regression: tests of models;
and tests of individual explanatory variables. Tests of logistic regression models
are assessed by a ‘Goodness of fit' test and there are numerous models that
can be used. For example, a constant only, incomplete model including the
constant and some explanatory variables, a complete model including the
constant and all explanatory variables, which may include interactions and
variables raised to a power and a hypothetically perfect model (Tabachnick and
Fidell 2001). Consequently, unsurprisingly, there are several possible
comparisons between models as:
“There are several tests to evaluate ‘Goodness of fit’. No single test is universally 
preferred, so the computer programs use different tests for the models.” 
(Tabachnick and Fidell 2001: 537)
The log likelihood statistics, wald statistics and analysis of classification table 
data are among the statistics used to assess the ‘goodness of fit’ of logistic 
regression models (Hutcheson and Sofroniou 1999, Tabachnick and Fidell 
2001). The test of ‘Goodness-of-Fit’ is often assessed by the log-likelihood 
(-2LL).
“Statistics based on the log-likelihood are the most popular method of determining 
the goodness-of-fit of a logistic regression model. The log-likelihood is usually 
quoted as -two times the log-likelihood (i.e., -2LL) ... Using -2LL, the contribution 
made by all as well as individual and groups of explanatory variables can be 
determined.” (Hutcheson and Sofroniou 1999: 139-140)
In SPSS, the ‘Constant-Only’ versus full Model assessment is accomplished by 
comparing the log-likelihood of a model with explanatory variables in it with the 
-2LL of the model, which contains only the constant. The difference is then 
expressed as a Chi-square, specifically, ‘Model Chi-square’, with its 
corresponding significance value (Tabachnick and Fidell 2001). Also, SPSS 
provides statistics which indicate the efficiency of a model, providing thus the 
overall and percentage accuracy of predictions of a model in the classification 
table box.
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The inferential tests used to assess the contribution that individual explanatory 
variables make to the predictive power of logistic regression models include the 
evaluation of the effect of omitting or including a predictor (change in log- 
likelihood test), Wald test and the Score or Langrange multiplier test. The log- 
likelihood ratio test is considered superior to the other two types when the 
sample in a study is of medium or small size but it is computer intensive 
(Tabachnick and Fidell 2001, Agresti and Finlay 1999). SPSS provides both the 
log-likelihood ratio test and Wald test statistics for the evaluation of the 
contributions of individual explanatory variables to a model. The log-likelihood 
test was used in this study. Specifically, the assessment of the contribution that 
each explanatory variable made to the predictive power of the logistic 
regression models was assessed by the size of changes in the log-likelihood (- 
2LL) brought about by the inclusion of that variable in the model and whether or 
not it was statistically significant at P<0.05.
In relation to the interpretation of the categories of individual explanatory 
variables, the exponential regression transformation allows a more convenient 
interpretation of the coefficients, where e = coefficient, eB = exponential 
coefficient, P = probability of an event happening, X = explanatory variable, Y = 
outcome variable:
“An easier interpretation of the regression coefficient can be obtained from the 
odds, which are obtained by taking the inverse of the natural log of logit(p), eB. The 
eB term represents the change in the odds of p, which is associated with a unit 
change in X and is commonly termed odds ratio. The odds ratio provides the ratio 
of the odds of p when the explanatory variables equals X to when it equals X + 1. It 
is particularly useful as it is a constant and allows a simple interpretation to be 
given to the relationship between the response and explanatory variables." 
(Hutcheson and Sofroniou 1999: 123)
[The exponential increase factor] “is the multiplicative change in the mean of Y  
(outcome variable) for a unit increase in the X (explanatory variable).” (Agresti and 
Finlay 1997: 559)
“The odds ratio is the increase (or decrease if the ratio is less than one) in odds of 
being in one outcome category when the value of the predictor increases by one 
unit.” (Tabachnick and Fidell 2001: 548)
“An odds ratio of 1 indicates that changes in the explanatory variable do not lead to 
changes in the odds of p (for each unit change in X there is no change in Y), a ratio 
less than 1 indicates that the odds of p decrease as X increases, and a ratio
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greater than 1 indicates that the odds of p increase as X increases.” (Hutcheson 
and Sofroniou 1999: 123)
The coefficient estimates for each variable are related to a particular reference 
category. For example, the reference categories for the explanatory variables in 
this study were:
Duration of Illness = Short Term Illness (Illness lasting <3days).
The constant parameter relates to the reference category for each variable. In 
the interpretation of the logistic regression models, the term ‘effects’ will be 
used when discussing the parameter estimates and odds, but it is important to 
emphasise that this terminology is not intended to imply that the explanatory 
variables necessarily cause any of the dependent variables.
9.2 Logistic regression models (LRM)
Three sets of logistic regression models are presented. The models were 
developed around the three dependent variables used in the tabular analysis, 
namely, normative use of WSM (LRM1), actual use of WSM (LRM2) and the 
use of WSM as a first choice (LRM3). The first, LRM1, relates to whether 
respondents reported they would use WSM or not for the treatment of at least 
one of five presented illness scenarios. The second, LRM2, relates to whether 
or not respondents actually used WSM (hospital treatment or WSM Vendor) for 
the treatment of their most recent illness within six months prior to the research. 
The third, LRM3, relates to whether or not respondents actually used WSM 
(hospital treatment or WSM Vendor) as a first treatment option for their last 
illness episode within six months prior to the research. The selection of 
individual variables from the demographic, socio-economic and characteristics 
of illness blocks of independent variables for inclusion in the logistic regression
Sex
Marital Status 
Age
General Beliefs 
Educational Level 
Income group 
Residence
= Female,
= Never Married 
= Young Adults (>18 and <36)
= Very Traditional 
= Primary or Below Primary
= Low Income (Earning <500,000 cedis (<£30) a year) 
= <6km around District Capital
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models was based on which of the independent variables showed a statistically 
significant relationship with that dependent variable in the tabular analysis (in 
chapter 7).
However the beliefs variables were entered into the logistic regression, not on 
that basis, but for theoretical reasons. Because a key research aim was to 
assess the relative plausibility of socio-economic compared with beliefs 
explanations, including beliefs variables in the models was a theoretical 
necessity irrespective of whether or not there were significant associations 
between them and the dependent variables in the tabular analysis. Excluding 
beliefs variables from the actual use of WSM (LRM2) and the use of WSM as a 
first choice of medicine (LRM3) models, on the grounds that none of the beliefs 
variables showed a significant association with them in the tabular analysis, 
would not have made comparing them with the socio-economic variables 
possible. It was considered important to evaluate the effects of beliefs variables 
in relation to the other blocks of independent variables in those models, 
especially the socio-economic variables. However, with the normative use of 
WSM (LRM1) model, because general beliefs showed a significant association 
with it in the tabular analysis, the theoretical justification aside, it would have still 
qualified for entry.
The rest of the chapter focuses on the presentation of the interpretation of the 
results of the three sets of logistic regression models. It begins with the 
presentation of LRM1, which used normative use of WSM as the dependent 
variable. It proceeds to a second model LRM2, which used actual use of WSM 
as a dependent variable and finally a third model, LRM3, which used the use of 
WSM as a first choice as the dependent variable. The presentation follows the 
order of entry of blocks of independent variables in the models: first, 
demographic variables; second, beliefs variables; and finally, socio-economic 
variables. In addition, the characteristic of illness block variable is included in 
the case of the last model.
As indicated earlier, a hierarchical modelling approach was adopted. In LRM1 
and LRM3, because there was neither a statistically significant relationship
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between age and normative use of WSM nor age and the use of WSM as a first 
treatment option in the tabular analysis, and the inclusion of age in both LRM1 
and LRM3 was not statistically significant, age was excluded from these logistic 
regression models. Therefore, sex formed the base model for LRM1 and LRM3, 
and model 2 added, to each, marital status. However, in LRM2, because there 
was a statistically significant relationship between age and Actual use of WSM, 
but not marital status and actual use of WSM in the tabular analysis and the 
inclusion of marital status in LRM2 did not show statistical significance, marital 
status was excluded from LRM2. Therefore, age formed the base model of 
LRM2 (it is worth a reminder that age is that of a person about which an illness 
is ascribed), and model 2 added on sex. Thereafter, in each of the three logistic 
regression models, model 3 added on general beliefs, which was the only 
beliefs variable included in the models because the other two beliefs variables 
(the belief of illness causation and perception of medicine), were not statistically 
significant when entered into the models. Model 4 added education, Model 5 
added income and Model 6 added location of residence. And in the case of 
LRM3, Model 7 added duration of illness to Model 6.
9.3. Normative use of WSM as a dependent variable LRM1
The first logistic regression model (LRM1) examines the normative use of WSM 
and focuses on whether or not respondents thought they ought to use WSM for 
treating at least one of five presented illness scenarios they were presented 
with. For the prediction of those who would use only WSM for the treatment of 
at least one of five stipulated illnesses, the best logistic model which fitted the 
data included the effects of sex, marital status, general beliefs, education, 
income and location of residence. All the variables entered in the model were 
significant at least at P<0.05; those variables that were not have been excluded 
(see Table 9.1a).
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Table 9.1a
Model Predicting respondents who WOULD USE WSM based on their (A) Demographic, 
(B) Beliefs and (C) Socio-economic characteristics in the CTMS, 2004.
Predictor
Variables
Mod 1 Mod 2 Mod 3 Mod 4 Mod 5 Mod 6
A. D em og rap h ic
variab les
(i) .S e x
Female
Male
++
1.00
1.68**
++
1.00
1.55*
++
1.00
1.64**
+
1.00
1.57*
(ns)
1.00
1.63
(ns)
1.00
1.23
(ii) M arita l S tatus
Never Married 
Presently Married 
Previously Married
++
1.00
0.63
0.31***
++
1.00
0.67
0.34**
(ns)
1.00
1.05
0.61
(ns)
1.00
0.71
0.49
(ns)
1.00
0.69
0.54
B. Beliefs va riab les  
(ii) G eneral B eliefs
Very Traditional 
Moderately Traditional 
Less Traditional
+
1.00
1.51
1.76**
+
1,00
1.44
1.72*
(ns)
1.00
1.02
1.20
(ns)
1.00
0.98
1.24
C. S oc io -econ om ic  
V ariab les
(i) E ducational Level
Primary and Below  
Middle /  Jnr Secondary 
Snr Secondary Plus
+++
1.00
1.30
8 .40***
+++
1.00
1.05
3.90***
+++
1.00
1.07
3.84***
(ii). Incom e level
Low Income 
Medium Income 
High Income
+++
1.00
7 .00***
33 .68***
+++
1.00
7.70***
61 .00***
(iii). R esidence From  
D istric t C apita l (DC)
6 km Around DC  
7km to 29km From DC  
>29 km From DC
+++
1.00
0.81
0.07***
N =
-2LL  
Change in -2LL  
Model Chi-square
603
745.84
8.71**
8.71**
603
733.78
12.05***
20.77***
603
727.04
6.74*
27.51***
603
670.71
56 .34***
83 .84***
603
528.59
142.11***
225.96***
603
498.45
30.14***
256.10***
+ Significance of individual independent variables: +p<0.05, ++p<0.01, +++p<0.001  
* Significance of various categories of variables relative to the reference category *p<0.05, **p<0.01, 
***p<0.001, ns - not statistically significant
The following variables are not statistically significant, thus, have not been included in these logistic regression models: 
Age and Family Size (demographic characteristics); Illness Causation and Perception of Medicine (Beliefs
characteristics), and the Possessions Index (Socio-economic characteristics)
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS)
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A total of 603 cases were analysed and the full model was significantly reliable 
(chi-square = 256.10, df = 11, P0.001) (see Table 9.1). According to Cox & 
Snell R Square and Nagelkerke R Square, the model accounted for between 
34.6% and 48.5% of the variance of those who would use WSM for treatment in 
the event of any of the five stipulated illness scenarios. The classification table 
statistics showed that 92.7% of those who reported they would not use WSM in 
the event of any of the five stipulated illnesses were successfully estimated, 
whereas only 57.3% of those who reported they would use WSM were 
accurately estimated. Also, the model containing only the constant accurately 
predicted 68.2% of the outcome compared to the model with all the explanatory 
variables in it, which predicted 81.4%, thus suggesting LRM1 is a very good 
model (see Table 9.1b). Table 9.1a gives the models and their corresponding 
odd ratios, log likelihood statistics and associated significance levels for the 
categories of each of the predictor variables. This shows that only the socio­
economic variables; education, income and location of residence, significantly 
predicted normative use of use WSM in the final model (see table 9.1a, Model 
6).
Table 9.1b
Efficiency assessment of Logistic Regression Model Predicting Normative use of WSM 
(LRM1), Actual use of WSM (LRM2) and Use of WSM as a First Choice (LRM3) based on 
R-square approximations and Classification Table Statistics
Logistic R Square Classification Table Results
Regression Approximation
Model
Cox & 
Snell R 
square
Nagelkerke 
R -square
Accurate 
predictions 
of non 
users of 
WSM
Accurate 
predictions 
of users of 
WSM
Model with 
only 
constant in 
it
Over all 
correct 
predictions
LRM1 34.6 % 48 .5  % 92.7 % 57. 3% 68.2% 8 1 .4 %
LRM 2 35.9% 48.5% 86.6% 71.0% 51.4% 79.0%
LRM 3 37.2% 50.95 92.7% 68.9% 63.6% 81.4%
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS)
9.3.1 Demographic block
Sex and Marital Status are the two demographic variables discussed under this 
section. Both variables emerged as statistically significant predictors of 
normative use of WSM in LRM1.
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9.3.1.1 Sex and normative use of WSM
The results of the logistic regression (LRM1) showed that sex is a predictor of 
normative use of WSM, with men (OR=1.68) more likely to report they would 
use WSM in the event of an illness compared with women. The change in log- 
likelihood was -2LL=8.71 (P<0.01). The effect of men reporting that they were 
more likely to use WSM in the event of illness compared with women, persisted 
when marital status (OR=1.55), general beliefs (OR=1.64) and educational level 
(OR=1.57) were introduced into the logistic regression (see table 9.1 Models 
2A(i), 3A(i) and 4A(i)). However, the effect of sex on respondents indicating 
their likelihood to use WSM in the event of an illness ceased when income was 
introduced in the logistic regression (see table 9.1a Model 5A(i)). This could be 
explained by the fact that men are more likely to have attained higher education 
and to be in a higher income group compared with women.
9.3.1.2 Marital status and normative use of WSM
Marital status emerged as a significant predictor of normative use of WSM, the 
change in log-likelihood was -2LL=12.05 (p<0.001), and model chi- 
square=20.77 (P<0.001) (see table 9.1a, Model 2B(ii)). Both presently married 
(OR=0.63) and previously married (OR=0.31) respondents were less likely to 
report that they would use WSM in the event of an illness, compared to the 
never married. However it was the odds ratio of only the previously married 
respondents which was significantly different from the reference category of 
never married (P<0.001). The effect of marital status persisted when general 
beliefs was introduced in the logistic regression (see table 9.1a Model 3b), but 
at a weaker p-value (P<0.01). The effect of marital status, however, ceased with 
the introduction of the first socio-economic variable education, into the logistic 
regression (see table 9.1a Model 4A(ii)).
9.3.2 General beliefs and normative use of WSM
Out of the three beliefs variables, only general beliefs showed a significant 
contribution when entered into the logistic regression model with normative use 
of WSM as the dependent variable. The change in log-likelihood was -2LL=6.05 
(p<0.05) and model chi-square=27.51 (P<0.05) (see table 9.1a, Model 3B(i)).
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When sex and marital status were controlled for, general beliefs had a 
significant effect on the Normative Use of WSM. The more entrenched 
respondents’ traditional beliefs were, the less likely they were to report that they 
would use WSM for treatment if they fell ill. When sex and marital status were 
controlled for, respondents who held less traditional beliefs (OFM.76) and 
moderate traditional beliefs (OR=1.51) were more likely to report they would 
use WSM compared with respondents who held very traditional beliefs, which 
constituted the reference category (see table 9.1, Model 3B(i)). The effect of 
general beliefs remained when educational level was introduced (see table 
9.1a, Model 4C(i)) but ceased when income was introduced into the logistic 
regression (see table 9.1a, Model 5C(ii)). This finding suggests that education 
may have some influence on people’s beliefs, but it does not alter completely 
the way beliefs influence whether the respondents thought they would use 
WSM if they were to fall ill. However, income appears to have the primary 
influence over and above beliefs in relation to whether or not respondents 
thought they would use WSM in the event of an illness.
9.3.3 Socio-economic block
There were four socio-economic variables used in the tabular analysis and all 
showed significant associations with normative use of WSM. Therefore all the 
socio-economic variables were entered in the logistic regression models. 
However, the possession index was omitted because when it was entered into 
the logistic regression models it did not show any significant contribution to the 
models. The independent effects of education, income and distance of 
residence from the district capital on normative use of WSM are discussed 
below.
9.3.3.1 Education and normative use of WSM
Education emerged as a significant predictor of who reported they would use 
WSM in case of illness. The change in log-likelihood was -2LL=56.36 (P<0.001) 
and model chi-square=83.84 (P<0.001) (table 9.1a, Model 4C(i)). As expected, 
both respondents with senior or post senior secondary level of education 
(OR=8.40) and respondents with middle or junior secondary level education
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(0R=1.3) were more likely to report that they would use WSM if they fell ill 
compared with respondents in the reference category (respondents with only 
primary or below education). However, only the difference between the former 
and the reference category was statistically significant (P<0.001). The effect of 
having a secondary education was strong and persisted, but it reduced with the 
introduction of income into the model (see table 9.1a, Model 5C(i)).
9.3.3.2 Income and normative use of WSM
Income emerged as the most important predictor of those who reported they 
would use WSM among respondents. There was a relatively large significant 
change in the log-likelihood (-2LL =142.11, P<0.001) and model chi-square = 
225. 96 (P<0.001) when income was introduced into the logistic regression 
model (table 9.1a, Model 5C(ii)).
As expected respondents who reported earning high income (OR=33.68) were 
significantly most likely and respondents who reported earning medium income 
(OR=7.00) were more likely to report that they would use WSM if they fell ill, 
compared with respondents in the reference category (low income) (see table 
9.1a, Model 5C(ii)). The effect of income not only persisted with the introduction 
of location of residence in the logistic regression, but the odds almost doubled 
among those who reported earning high income (OR=61.0) (see table 9.1a, 
Model 6C(ii)), thus, suggesting that the further one lives away from the district 
capital the more important one’s income group is in influencing attitude to the 
use of WSM.
The combined effect of income and distance of residence from the district 
capital could be explained by the additional cost of using WSM to people living 
in remote areas relative to those living in and around the district capital, which 
makes income a key factor in deciding whether or not to use WSM. In the 
remote areas, an illness, which involves hospital treatment, requires additional 
substantial financial disbursement separate from the usual and direct financial 
cost of treatment, e.g. hospital charges, bribes and cost of prescriptions. This 
additional cost usually translates into transport costs that is, if it is available. In 
an emergency health situation, which requires hospital treatment, the need to
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hire a taxi or lorry to transport the sick to the hospital becomes imperative, and 
the cost is usually exceptionally expensive. In addition, the cost of WSM drugs 
is more expensive and the drugs more difficult to obtain in remote areas relative 
to the district capital and areas around it. The combined effects of the additional 
travelling cost, exceptionally expensive in an emergency situation, and the 
relatively high cost of WSM drugs in remote areas, discourages people living in 
remote areas, from considering the use WSM in the event of illness.
9.3.3.3 Residence and normative use of WSM
Area of residence, measured by distance of location of residence from the 
district capital, was also an important predictor of those who reported they 
would use WSM. When residence was introduced into the logistic regression 
the change in log-likelihood was -2LL = 30.14 (P0.001) and the model chi- 
square=256.10 (P<0.001) (see table 9.1a, Model 6C(iii)).
Respondents living beyond a distance of 29 kilometres from the district capital 
(OR=0.07) were significantly least likely to report that they would use WSM if 
they fell ill compared with the reference category (residence within six 
kilometres radius of the district capital). Also, respondents living between seven 
and twenty-eight kilometres from the district capital (OR=0.81) were less likely 
to report that they would use WSM if they fell ill, compared with the reference 
category, but this difference was not statistically significant.
The time factor involved, from the moment an individual conceives that a 
treatment is required and the anticipated time it would take to reach a potential 
treatment location and the feasibility of getting there, may partly explain why 
those in the remote areas reported they would use WSM less, because the only 
hospital in the district is located in the district capital, which is over fifty 
kilometres away from certain villages. In certain remote areas the 
treacherousness of some of the footpaths linking vehicle-usable feeder roads 
and the poor state of the feeder roads are such that it is very difficult or 
impossible to use these at the peak of the raining season, thereby ruling out the 
use of hospital treatment by residents in these areas at that time of the year. 
WSM Vendors, who supply WSM drugs to remote areas, roam the villages and
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it is not uncommon for two or three vendors to visit a particular village in a day; 
equally a village could go for days or weeks without a visit by any WSM Vendor. 
Between the visits of WSM Vendors, when someone falls ill the uncertainty 
about the next visit of a WSM Vendor compels the ill person to consider 
traditional medicine alternatives to WSM.
9.3.4 Summary of LRM1
In relation to the normative use of WSM, whether respondents thought they 
ought to use WSM or not for treatment with respect to at least one of five 
presented illness scenarios, the socio-economic variables emerged as the most 
important predictors, indicated by the sizeable changes in the log likelihood and 
their respective significance levels. The socio-economic variables were followed 
by the demographic variables, then the beliefs variable, which was the least 
important, the effect of which was wiped out with the introduction of income into 
the model (see table 9.1a, Model 5C(ii)). Among the socio-economic variables, 
income (-2LL=142.11, P<0.001) emerged as the most important predictor 
followed by education (-22LL=56.34, P<0.001) and distance of residence from 
the district capital (-2LL =30.14, P0.001). Marital status (-2LL=12.05, PO.01) 
was of some importance in predicting whether respondents thought they ought 
to use WSM for treatment of any of the five presented illness scenarios, but was 
no longer significant once education was included in the model.
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Table 9. 2
Model Predicting the Actual Use of WSM by respondents based on their (A) 
Demographic, (B) Beliefs and (C) Socio-economic characteristics in the CTMS, 2004.
Predictor
Variables
Mod 1 Mod 2 Mod 3 Mod 4 Mod 5 Mod 6
A. D em og rap hic  
variab les  
(i) Age
Young Adults 1 8 - 3 5  
Mature Adults36 - 55 
Old Adults 56+
++
1.00
1.68**
0.89
++
1.00
1.62**
0.78
++
1.00
1.73**
0.85
+++
1.00
2.18***
1.34
++
1.00
2.18**
1.75
++
1.00
2.12**
1.76
(ii) S ex
Female
Male
+++
1.00
1.96***
+++
1.00
2.02***
++
1.00
1.73**
(ns)
1.00
1.40
(ns)
1.00
1.41
B. B eliefs variab les  
(i) G eneral B elie fs
Very Traditional 
Moderately Traditional 
Less Traditional
+
1.00
1.49
1.69**
+
1.00
1.36
1.67*
(ns)
1.00
1.36
1.03
(ns)
1.00
1.32
1.02
C. S ocio -econ om ic  
V ariab les
(i) Level o f Education
Primary and Below  
Middle /  Jnr Secondary 
Snr Secondary Plus
+++
1.00
1.88**
8 .34***
++
1.00
1.72*
3.88**
++
1.00
1.80*
3.96**
(ii) Incom e level 
Low Income 
Medium Income 
High Income
+++
1.00
10.51***
39 .81***
+++
1.00
10.77***
47 .98***
(iii) R esidence From  
D istric t C ao ita l (D C )
6 km Around DC  
7km to 29km From DC  
>29 km From DC
+
1.00
0.44*
0.37**
N=
-2LL  
Change in -2LL  
Model Chi-square
568
78696
11.16**
11.16**
568
760.69
15.11***
26 .27***
568
753.71
6.98*
33.25***
568
511.16
42 .55***
75 .81***
568
544.43
166.73***
242.53***
568
533.98
10.45**
252.98***
+ Significance of individual independent variables: +p<0.05, ++p<0.01, +++p<0.001  
* Significance of various dummy variables relative to the reference category *p<0.05, **p<0.01, ***p<0.001  
ns - not statistically significant
The following variables are not statistically significant, thus, have not been included in the logistic regression models: 
Marital Status and Family Size (demographic characteristics), Illness Causation and Perception of Medicine (Beliefs 
characteristics) and Possessions Index (Socio-economic characteristics)
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS)
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9.4 Actual use of WSM as a dependent variable: LRM2
Actual use of WSM is the dependent variable that relates to whether 
respondents used WSM or not for the treatment of their most recent illness. 
LRM2 is the logistic regression model, which relates to whether respondents 
actually used WSM for treatment, either purchasing medicine from a WSM 
Vendor or using hospital treatment.
For the prediction of actual use of WSM (hospital treatment or WSM Vendor), 
the best logistic model which fitted the data included the effects of age, sex, 
beliefs, education, income and location of residence. All the variables included 
in the model were significant at P<0.05, and those variables which were not 
have been excluded (see Table 9.2).
A total of 568 cases were analysed and the full model was significantly reliable 
(chi-square = 252.98, df = 11, P<0.001) (see Table 9.2). According to Cox & 
Snell R Square and Nagelkerke R Square, the model accounted for between 
35.9% and 48.0% of the variance of those who actually used WSM for the 
treatment of their last illness. The classification table statistics showed that 
86.6% of those who did not use WSM for the treatment of their most recent 
illness were successfully predicted, whereas only 51.4% of those who actually 
used WSM for their last illness were accurately predicted (see Table 9.1b).
Also, the model containing only the constant accurately predicted 51.4% of the 
outcome, compared with the model with all the predictor variables in it, 79.0%, 
thus suggesting LRM2 is a very good model (see Table 9.1b). Table 9.2 gives 
the models and their corresponding odds ratios, log likelihood statistics and 
associated significance values for the categories of each of the predictor 
variables. This shows that only age and the socio-economic variables - 
education, income and location of residence - significantly predicted the use 
WSM for the treatment of respondents’ or other household members’ most 
recent illness in the final model (see table 9.2, Model 6A(i) and 6C(i) - (iii)).
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9.4.1 Demographic block
Age and sex were the two demographic variables that showed a significant 
association with actual use of WSM in the tabular analysis. Therefore, they 
were entered into the logistic regression LRM2.
9.4.1.1 Age
The results of the logistic regression showed that age was an important 
predictor of actual use of WSM. The change in the log-likelihood was 
-2LL=11.16 (P<0.01). Mature adults aged 36-55 years (OR=1.68) were 
significantly more likely to have used WSM for the treatment of their most recent 
illness compared to young adults (age 18-35) who constituted the reference 
category. But old adults aged 56+ years (OR=0.89) were less likely to have 
used WSM compared with young adults (see table 9.2A(i) model 1), although 
this difference was not statistically significant. The effect of age persisted with 
the introduction of sex, general beliefs, education, income and location of 
residence into the logistic regression (see table 9.2A(i) models 1-6). However, 
the significant effect of mature adults reduced slightly with the introduction of 
sex (OR=1.62) into the model, but increased thereafter with the introduction of 
general beliefs (OR=1.73), education and income (OR=2.18) and residence 
(OR=2.12). Although not significant, old adults (56+ years) were less likely to 
use WSM compared with the reference category (<36 years) until the 
introduction of the socio-economic variables, after which old adults were more 
likely to use WSM compared to young adults.
This finding in a limited way validates Twumasi’s (1988) conjecture that age is a 
predictor of the use of WSM in Ghana, but does not confirm his assertion that 
young adults were more likely to use WSM compared with old adults. His 
assertion may be true only in relation to mature adults being higher users than 
old adults. The changed odds of old adults reporting more use of WSM 
compared with young adults when the socio-economic variables were 
introduced into the logistic regression, and mature adults reporting more use of 
WSM compared with young adults suggests that how age influences people's 
decision to use WSM may be more complex than Twumasi’s assertion that
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young age is associated with more use of WSM and old age with less use of 
WSM. Also there was no statistically significant association between age and 
normative use of WSM either in the tabular analysis or logistic regression 
analysis, LRM1.
9.4.1.2 Sex
Sex emerged as the third most important predictor of Actual use of WSM. The 
change in log likelihood was -2LL=15.11 (P<0.01) (see table 9.2, Model 2A(ii)). 
Men (OR=1.96) used WSM more than women for the treatment of their last 
illness. The effect of men compared to women making greater actual use of 
WSM continued with the introduction of general beliefs (0R=2.02), and level of 
education (OR=1.73), but ceased with the introduction of income (see table 9.2 
Models 4A(ii)). This finding is consistent with Lasker's (1981) study in the Ivory 
Coast, which reported that men were more likely to use WSM than women, but 
he did not explain this via income. In this analysis it is clear that Ghanaian men 
have more income than Ghanaian women and this is the main reason for men’s 
higher actual usage of WSM.
9.4.2 Beliefs of respondents
General belief was the only cultural beliefs variable which showed a significant 
contribution to the model when entered into the logistic regression. However, it 
was the least important variable, indicated by the smallest log likelihood change 
(-2LL=6.74, P<0.05) and model chi-square=33.25 (P<0.001)(see table 9.2, 
Model 3B(i)). The effect of general beliefs remained with the introduction of 
educational level in the logistic regression (see table 9.2 Model 4B(ii)) but 
ceased with the introduction of income and location of residence (see table 9.2, 
Model 5C(i)).
The results indicated that those respondents who held less traditional beliefs 
(OR=1.69) (P<0.01) or moderate traditional beliefs (OR=1.49) were more likely 
to have used WSM compared with respondents who held stronger traditional 
beliefs (reference category). The effect of general beliefs remained with minor 
changes when education was introduced. Respondents who held less 
traditional beliefs (OR=1.67), or moderate traditional beliefs (OR=1.36) reported
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using more WSM compared with those who held very traditional beliefs (see 
table 9.2, Models 3B(i) and 4B(ii)). However, the effect of beliefs was wiped out 
by the introduction of income.
9.4.3 Socio-economic factors
Education, income and location of residence are the variables discussed under 
this section. All the three variables emerged as statistically significant predictors 
of actual use of WSM.
9.4.3.1 Education
Education emerged as the second most important predictor of actual use of 
WSM for respondents’ last illness six months prior to the research, producing a 
log likelihood change of -2LL=42.55, (P<0.001) and model chi-square=75.81 
(P<0.001) upon entry into the model (see table 9.2, Model 4C(i)). The effect of 
education persisted, but reduced with the introduction of income in the logistic 
regression model.
As expected, a high level of education was associated with more use of WSM. 
Respondents who have had senior secondary or above senior secondary 
education (OR=8.34), or middle/junior secondary education (OR=1.88) reported 
more use of WSM compared with respondents who only had primary or below 
primary level of education (the reference category) (see table 9.2, Model 4C(i)). 
The effect of education remained with the introduction of income and residence 
into the logistic regression, but more than halved among respondents with 
senior secondary education (OR=3.88) in model 5. But there was only slight 
change in the effects of education with the introduction into the model location 
of residence from the district capital (see table 9.2, Model 6D(iii)).
9.4.3.2 Income
Income was the most important predictor of actual use of WSM, indicated by the 
biggest change in log likelihood (-2LL=166.73 and P<0.001) and model chi- 
square=242.53 (P<0.001). The effect of income remained and increased 
marginally after the introduction of location of residence in the logistic 
regression (table 9.2, Model 5C(i)).
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As expected, high income was associated with more use of WSM. Respondents 
who reported earning high income (OR=39.81, P<0.001) and medium income 
(OR=10.51, P<0.001) were more likely to use WSM compared with those who 
reported earning low income (reference category). The effect of income 
increased moderately when location of residence was introduced into the 
logistic regression among those who reported earning high income (OR=47.98), 
but marginally among those who reported earning medium income (OR=10.77), 
(see table 9.2, Models 5C(ii) and 6C(ii)). The confirmation of income as the 
most important predictor of actual use of WSM by respondents provides support 
for Tsey's (1997) and Yen’s (1998) assertions on the one hand, and Twumasi’s 
(1988) speculation on the other.
9.4.3.S Location of residence
Distance of location of residence from the district capital emerged as the fourth 
most important predictor of actual use of WSM. The change in log likelihood 
was -2LL=10.45 (P<0.01) and model chi-square=252.98 (P<0.01). As expected, 
living closer to the district capital was associated with more use of WSM and 
living far from the district capital was associated with less use of WSM. 
Residents living between seven and twenty-nine kilometres away from the 
district capital (OR=0.44, P<0.05) and beyond twenty-nine kilometres away from 
the district capital (OR=0.37, P<0.01) reported being less likely to use WSM, 
compared to those living in the district capital and within a six kilometre radius 
of it (see table 9.2, Model 6C(iii)). The emergence of residence as the fourth 
most important predictor of actual use of WSM confirms Devaley’s (1996) study 
in Burkina Faso, which found that respondents living in the periphery of the 
capital used WSM less than those living in the capital.
9.4.4 Summary of LRM2
The results of LRM2, which used the actual use of WSM for the treatment of 
their last illness as a dependant variable, found that the socio-economic 
variables, particularly income and education, emerged as the most important 
variables indicated by the sizeable changes in the log likelihood and their 
respective significance levels. The two socio-economic variables, income and
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education, were followed by the demographic variables and then location of 
residence from the district capital, with general beliefs emerging as the least 
important variable in predicting actual use ofWSM.
Among the socio-economic variables, income emerged as the most important, 
followed by education and distance of location of residence from the district 
capital. Although sex was more important than age and its effect remained prior 
to the introduction of income into the logistic regression (see table 9.2, Model 
5C(ii)), its effect ceased thereafter. However, the effect of age increased 
moderately with the introduction of income and was pervasive and stable 
throughout the models (see table 9.2).
9.5 The use ofWSM as a first choice as a dependent variable: LGM3
Actual use of WSM as a first choice is the dependent variable that relates to 
whether or not respondents actually used WSM as a first choice treatment for 
treating their most recent illness within six months prior to the research. 
Therefore, LRM3 is the logistic regression model, which relates to whether 
respondents actually used either a WSM Vendor or hospital as a first choice of 
treatment for their last illness. The inclusion of LRM3 was to help to relate the 
research to sections of the literature which focused on the priority use of either 
WSM or TM as a first option in the event of illness, and also to examine duration 
of illness
For the prediction of the use of WSM as a first choice of treatment the best 
logistic model which fitted the data included the effects of sex, marital status, 
beliefs, education, income, residence and duration of illness. All variables 
entered in the model were significant at (P<0.05) and those that were not 
significant have been excluded (see table 9.3).
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Table 9. 3
Model Predicting respondents who Used WSM as First Choice based on their (A) 
Demographic, (B) Beliefs, (C) Socio-economic and (D) Illness characteristics in the 
CTMS, 2004
Predictor Variables Mod 1 Mod 2 Mod 3 Mod 4 Mod 5 Mod 6 Mod 7
A. D em og rap h ic  variab les  
(i) Sex
Female
Male
++
1.00
1.68**
+
1.00 
1. 51*
++
1.00
1.60**
+
1.00
1.54*
(ns)
1.00
1.21
(ns)
1.00
1.21
(ns)
1.00
1.24
(ii) M arital S tatus
Never Married 
Presently Married 
Previously Married
++
1.00
1.09
0.39**
++
1.00
1.19
0.45*
++
1.00
1.96*
0.78
(ns)
1.00
1.53
0.66
(ns)
1.00
1.60
0.71
(ns)
1.00
1.58
0.78
B. B eliefs variab les  
(i) G eneral Beliefs
Very Traditional 
Moderately Traditional 
Less Traditional
+
1.00
1.44
1.73*
+
1.00
1.36
1.66*
(ns)
1.00
0.98
1.23
(ns)
1.00
0.94
1.27
(ns)
1.00
0.88
3.00
C. S ocio -econ om ic V ariab les  
(i) Level o f Education
Primary and Below  
Middle /  Jnr Secondary 
Snr Secondary Plus
+++
1.00
1.11
7.29***
++
1.00
0.83
2.95**
++
1.00
0.91
3.16**
++
1.00
0.90
3.00**
(ii) Incom e level
Low Income 
Medium Income 
High Income
+++
1.00
7.38***
39 .27***
+++
1.00
7.65***
60 .07***
+++
1.00
8.39***
65 .68***
(iii) R esidence From  D istric t 
Capital (DC)
6 km Around DC  
7km to 29km From DC  
>29 km From DC
+++
1.00
0.22***
0.20***
+++
1.00
0.20***
0 .18***
0. C haracteristics o f Illness  
(i) Duration o f illness
Short Illness 
Medium Term Illness 
Long Term Illness
++
1.00
0.48**
0.32***
N=
-2LL  
Change in -2LL  
Model Chi-square
567
733.43
8.78**
8.10**
567
719.80
13.63***
22 .41***
567
713.80
6.01*
28.41*
567
663.94
49 .86***
78 .27***
567
518.10
145.61***
224.11***
567
494.10
24.00***
248.11***
567
478.81
15 .29***
263.40***
+ Significance of individual independent variables: +p<0.05, ++p<0.01, +++p<0.001  
* Significance of various dummy variables relative to the reference category *p<0.05, **p<0.01, ***p<0.001  
ns - not statistically significant
The following variables are not statistically significant, thus, have not been included in the logistic regression models: 
Age, Family Size (demographic characteristics); Beliefs of Illness Causation and Perception of Medicine (Beliefs 
Characteristics); and Possessions Index (Socio-economic characteristics)
SOURCE: CHOICE OF TYPE OF MEDICINE SURVEY (2004 CTMS)
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A total of 567 cases were analysed and the full model was significantly reliable 
(chi-square = 263.40, df = 13, P<0.001) (see Table 9.3). According to Cox & 
Snell R Square and Nagelkerke R Square, the model accounted for between 
37.2% and 50.9% of the variance in the actual use of WSM as a first choice of 
treatment for respondents’ last illness within six months prior to the research. 
The classification table statistics showed that 92.7% of those who did not use 
WSM as a first choice of treatment were successfully predicted, whereas 68.9% 
of those who reported using WSM as a first choice of treatment were accurately 
predicted. Also, the model containing only the constant accurately predicted 
63.6% of the outcome compared to 81.4% for the model with all the predictor 
variables in it, thus suggesting LRM3 is a good model (see Table 9.1b). Table
9.3 gives the models and their corresponding odd ratios, log likelihood statistics 
and associated significance levels for the categories of each of the predictor 
variables. This shows that only the socio-economic variables, education, 
income and residence and the characteristics of illness variable duration of 
illness, reliably predicted the use of WSM as a first choice of treatment (see 
table 9.3, Model 6C(i) - (iii) and 7D(i)).
9.5.1 Demographic block
Sex and Marital Status are the two demographic variables discussed under this 
section. Both variables emerged as significant predictors of the use of WSM as 
a first choice for treating their last illness six months prior to the research.
9.5.1.1 Sex
General beliefs aside, sex was the least important predictor of the use of WSM 
as a first choice of treatment for respondents’ or other household members’ 
most recent illness episode in the six months prior to the research. The change 
in log likelihood was -2LL=8.78 (P<0.01). Men (0R=1.68) were more likely to 
report using WSM as a first choice of treatment for their most recent illness 
compared with women (the reference category). The effect of sex persisted but 
marginally decreased when marital status, general beliefs and educational level 
were controlled for. In each case, men reported more use of WSM as a first 
choice of treatment than women (see table 9.3, Models 2A(i), 3A(i) and 4A(i)).
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However, the effect of sex ceased with the introduction of income in the logistic 
regression (see table 9.3, Models 5C(i), 6C(i) and 7C(i)).
9.5.1.2 Marital status
Marital status was the fifth most important predictor of the use of WSM as a first 
choice of treatment. The log likelihood change for the entry of marital status in 
the model was -2LL=13.63 (P<0.001) and model chi-square = 22.41, (P<0.001). 
The effect of marital status persisted with the introduction of general beliefs and 
educational level into the logistic regression (see table 9.3), but ceased with the 
introduction of income, residence and duration of illness (see table 9.3, Models 
5C(ii), 6C(ii) and 7C(ii)). Previously married respondents (OR=0.39, P<0.01) 
used WSM as a first choice of treatment less than the never married (the 
reference category), with the presently married (OR=1.09) using WSM as a first 
choice of treatment to the same extent as the never married (OR=1.00).
9.5.2 Beliefs of respondents
General beliefs emerged as the least important predictor of the actual use of 
WSM as a first choice in terms of the size of the change in log likelihood (- 
2LL=6.01, P<0.05). The effect of general beliefs remained only with the 
introduction of educational level but ceased thereafter. The results indicated 
that the less entrenched one’s traditional beliefs were, the more likely that 
person was to use WSM as a first choice of treatment. Respondents who held 
less traditional beliefs (OR=1.73, P<0.05) and respondents who held moderate 
traditional beliefs (OR=1.44) reported using WSM as a first choice of treatment 
more than respondents who held very traditional beliefs (reference category) 
(see table 9.3, Models 3B(i) and 4B(i)).
9.5.3 Socio-economic factors
Education, income and location of residence are the three variables discussed 
under this section. All three emerged as statistically significant predictors of 
actual use of WSM for respondents’ or other household members’ most recent 
illness six month prior to the research.
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9.5.3.1 Education
Education emerged as the third most important predictor of the actual use of 
WSM as a first choice of treatment. The change in log likelihood was 
-2LL=49.86 (P<0.001) and model chi-square = 78.27, (P<0.001). The effect of 
education persisted but reduced and even more than halved among those who 
had attained senior secondary or above level of education when income was 
introduced into the logistic regression. The reduced effect remained fairly stable 
with the introduction of residence and duration of illness into the logistic 
regression (see table 9.3, Models 4C(i), 5C(i), 6C(i) and 7C(i)).
Higher educational attainment was associated with more use of WSM as a first 
choice of treatment. Respondents who have attained senior secondary or above 
level education (OR=7.29, P<0.001) were more likely to use WSM as a first 
choice of treatment compared to respondents who have attained only primary or 
below level of education. But virtually there was no difference between 
respondents who have attained middle or junior secondary level of education 
and those who attained only primary or below primary level education. The 
effects of education more than halved among those who had attained senior 
secondary or above level education when income was introduced into the 
logistic regression (see table 9.3 Model 4C(i)). The effect of education was 
stable thereafter with the introduction of location of residence from the district 
capital and duration of illness (see table 9.3, Models 6C(iii) and 7D(i)).
9.5.3.2 Income
Income emerged as the most important predictor of using WSM as a first choice 
of treatment. The log likelihood change was -2LL=145.61 (P<0.001) and model 
chi-square = 224.11 (P<0.001). The effect of income persisted and increased 
substantially especially among those who reported earning high income when 
location of residence and duration of illness were entered into the logistic 
regression.
As expected, high income was associated with more use of WSM as a first 
choice of treatment. Respondents who reported earning high income 
(OR=39.27, P<0.001) and medium income (OR=7.38, P<0.001) were more
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likely to use WSM as a first choice of treatment compared with those who 
reported earning low income (reference category). The effect of income 
increased marginally among those who reported earning moderate income from 
OR=7.38 to OR=8.39, but substantially among those who reported earning high 
income OR=39.27 to OR=65.68, with the introduction into the logistic regression 
of location of residence and duration of illness respectively (see table 9.3, 
Models 5C(ii), 6C(ii) and 7C(ii)).
9.5.3.3 Location of residence
Distance of location of residence from the district capital was the third most 
important predictor of use of WSM as a first choice of treatment. The change in 
log likelihood was -2LL=24.00 (P<0.001) and model chi-square = 248.11 
(P<0.001). The effect of residence remained, but reduced slightly with the 
introduction of duration of illness into the model.
As expected, remoteness from the district capital was associated with less use 
of WSM as a first choice of treatment. Respondents living beyond twenty-nine 
kilometres from the district capital (OR=0.20) and those living between seven 
and twenty-nine kilometres away from the district capital (OR=0.22) were 
equally unlikely to use WSM as a first choice of treatment compared with those 
living in the district capital or within a six kilometre radius (see table 9.1, Model 
6C(iii) and 7C(i)).
9.5.4 Characteristics of illness variable: duration of illness
It will be helpful to restate the conceptual use of the explanatory variable, 
duration of illness, and why it was included in this model (LRM3) but not the 
other two models. Duration of illness refers to most recent illness and was 
measured by the number of days respondents were ill, could not do their normal 
daily activities such as going to school, work, farm, domestic chores etc and 
requiring treatment. The number of days of illness were recoded into three 
categories; first, illnesses that lasted for less than seven days, second illnesses 
that lasted more than seven but less than twenty-eight days and third, illnesses 
that lasted more than twenty-eight days, characterised as short-term illness, 
medium term illness and long-term illness, respectively.
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The reason for including the variable, duration of illness, in LRM3 but not in the 
other two logistic regression models, is that it was intended to provide 
information on the order of use of types of medicine. As discussed in chapter 4, 
sections of the literature focused on the order of use of either WSM or TM. It 
was considered appropriate to include the variable, duration of illness in LRM3, 
but not the other two models, LRM1 and LRM2.
Duration of illness emerged as the fourth most important predictor of actual use 
of WSM as a first choice of treatment for respondents' or other household 
members’ most recent illness six months prior to the research. The change in 
log likelihood was -2LL=15.29 (P<0.001), model chi-square = 263.40 (P0.001). 
The duration of an illness was associated with the use of WSM as a first choice 
of treatment. The longer the duration of an illness the less likely the respondent 
was to use WSM as the first choice for its treatment. Long-term illnesses (illness 
that lasted more than twenty-eight days) (OR=0.32) and medium-term illnesses 
(illness that lasted more than seven days but less than twenty-eight days) 
(OR=0.48) were less likely to be treated using WSM as a first choice compared 
with short-term illnesses (illness that lasted less than seven days) (the 
reference category) (see table 9.3, Model 7D(i)).
9.5.5 Summary of LRM3
The results from LRM3, which examined the actual use of WSM as a first 
choice of treatment for respondents’ or other household members’ most recent 
illness within six months prior to the research, showed that the socio-economic 
variables emerged as the most important predictor variables, indicated by the 
sizeable changes in the log likelihood and their respective significance levels. 
The socio-economic variables were followed by the duration of illness variable 
then the demographic variables, with the beliefs variable emerging as the least 
important predictor of the actual use of WSM as a first choice of treatment for 
their last illness. Among the socio-economic variables, income (-2LL=145.61, 
P<0.001) emerged as the most important followed by education (-2LL=49.86, 
P<0.001) and distance of location of residence from the district capital (- 
2LL=24.00, P<0.001). Marital status (-2LL=13.63, P<0.00) was more important
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than sex (-2LL=8.78, P<0.01), and the effects of both remained until the 
introduction of income into the model, when their effects ceased (see table 9.3, 
Models 1A, 2A, 3A, 3B and 4A, 4B and 4C(i)).
9.6 Summary
The chapter introduced logistic regression, providing a rationale for employing it 
as an analytic technique and a brief description of it. The description focused on 
the assessment of the ‘goodness of fit’ of a logistic regression model as a 
whole, the importance of individual constituent variables and the interpretation 
of the coefficients, specifically the odds ratios. It was suggested that the log 
likelihood statistics are the most popular and easy to interpret (Hutcheson and 
Sofroniou 1999, Tabachnick and Fidell 2001, Agresti and Finlay 1997) and, as 
such, were the inferential statistics used for the assessment of both the model 
as a whole and the importance of the individual variables in the logistic 
regression models in this thesis.
Three logistic regression models built around the three dependent variables 
used in the tabular analysis were introduced and their interpretations presented. 
These were normative use of WSM (LRM1), actual use of WSM for their last 
illness (LRM2) and the use of WSM as a first choice of treatment for their last 
illness (LRM3). In relation to respondents’ views on whether they ought to use 
WSM in the event of one of the five presented illness scenarios, the socio­
economic variables emerged as the most important variables, indicated by the 
sizeable changes in the log likelihood and their respective significance values. 
The socio-economic variables were followed by the demographic variables, 
then the beliefs variable, which was the least important. Among the socio­
economic variables, income (-2LL=142.11, P<0.001) emerged as the most 
important, followed by education (-2LL=56.34, P<0.001) and distance of 
location of residence from the district capital (-2LL=30.14, P<0.001). Marital 
status (-2LL=12.05 and P<0.01) was more important than sex (-2LL=8.71 and 
P<0.01) in predicting normative use of WSM in the event of illness.
Regarding the prediction of actual use of WSM for respondents’ or other 
household members’ most recent illness (LRM2), apart from age (-2LL=11.16,
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P<0.01) and sex (-2LL=15.11, P<0.001) over-taking location of residence (- 
2LL=10.45) in importance, and age replacing marital status in the model, there 
were remarkable similarities between this model and the model predicting 
normative use WSM (LRM1). However, the change in log likelihood recorded at 
the entry of income (-2LL=166.73, P<0.001) was even higher in LRM2 than in 
LRM1, thus, suggesting that when respondents were considering whether or not 
they ought to use WSM for at least one of the five presented illness scenarios, 
the importance of income was not as great as when they had an actual illness 
and the use of WSM became a reality.
Also, the change in log likelihood for the entry of education (-2LL=42.55, 
P<0.001) in LRM2 was lower than when education was entered into LRM1 (- 
2LL=56.34). This finding suggests that when considering whether or not they 
ought to use WSM, respondents’ education was very important, but that 
importance diminished somewhat when it came to the actual use of WSM.
In relation to the prediction of the use of WSM as a first choice of treatment, the 
importance of the individual variables in the model roughly reflected their 
importance as found in the actual use of WSM model. However, location of 
residence became more important in LRM3 where the change in log likelihood 
was greater -2LL=24.00 (P<0.001) than in LRM2 where the change was
somewhat less -2LL=10.45 (P<0.01).
In almost all the models, socio-economic variables, particularly income, 
education and location of residence, emerged as the most important predictors 
of respondents’ consideration as to whether or not they ought to use WSM in at 
least one of five presented illness scenarios, actual use of WSM and the actual 
use of WSM as a first choice of treatment for respondents’ or other household 
members’ most recent illness. Respondents with higher socio-economic status 
were almost always more likely to report that they would use WSM in the event 
of illness, actually used more WSM, and used WSM as a first choice for their 
most recent illness more than respondents with lower socio-economic status. 
Among the socio-economic variables, respondents’ level of income had by far 
the greatest influence.
214
The results suggest that cultural beliefs variables are not as important in 
predicting people’s decision to use WSM in rural areas in Ghana as the existing 
literature portrays. Across the three logistic regression models, cultural beliefs 
consistently resulted in the lowest changes in log likelihood and the figure 
always hovered around (-2LL=6.00) with the P-value never greater than P<0.05 
significance level (see tables 9.1, 9.2 and 9.3, Model 3B(i) of each). However, it 
showed that respondents who held less traditional beliefs and those who held 
moderate traditional beliefs were more likely to report they would use WSM, 
reported actually using WSM more, and reported using WSM as a first choice 
more than respondents who held very traditional beliefs. This was only when 
the demographic variables and educational level were in the model, prior to the 
introduction of income, but ceased thereafter.
Across all the three logistic regression models, the four blocks of explanatory 
variables representing the demographic, beliefs, socio-economic, and 
characteristics of illness explanations of choice-making between WSM and TM, 
the socio-economic block emerged as the most important, followed by 
demographic then characteristic of illness in relation to LRM3, with cultural 
beliefs the least important of the blocks. The next chapter integrates the 
empirical findings revealed in chapters 6 through to 9 with the theoretical 
discussion undertaken in chapters 3 and 4.
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Chapter Ten 
New Model of choice between WSM and TM
10.0 Introduction
This chapter integrates the theoretical discussions in chapters 3 and 4 with the 
salient findings of the research revealed in chapters 7 through to 9. The chapter 
is made up of three sections. It starts with a summary of the key findings from 
the analysis, then a comparison of a new model (figure 10.1) informed by the 
empirical findings, with the model presented in chapter 5 (figure 5.1). Finally a 
summary of the discussions of all the analysis chapters is provided.
10.1 Empirical findings
The empirical findings helped in identifying and evaluating the cultural beliefs 
and socio-economic factors explanations discussed in chapters 3 and 4, to 
ascertain their relative importance in accounting for people’s choice between 
WSM and TM in rural Sekyere West District (SWD) in the Ashanti region of 
Ghana in the early 21st century.
Three key dependent variables were employed throughout the analysis in 
chapters 7-9, namely normative use of WSM, actual use of WSM for their most 
recent illness and actual use of WSM as a first choice. Actual use of WSM is 
considered the most important of these three variables and was conceptualised 
and measured by whether respondents used either hospital treatment or a 
WSM Vendor for the treatment of their most recent illness six months prior to 
the interview (see appendix 3, Q9a). Three blocks of explanatory variables, 
demographic, beliefs and socio-economic, were employed in the analysis in 
relation to normative use of medicine and actual use of medicine. However, a 
fourth block of variable, characteristics of illness, was included in the analysis of 
use of WSM as a first choice of treatment. The four blocks represent 
conceptually the theoretical explanations of choice making between WSM and 
TM inferred from the literature review.
10.1.1 Normative use of WSM
It is worth noting that normative use of WSM relates to hypothetical scenarios of 
five types of illnesses and the type of medicine respondents would use in the
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event of each illness. Therefore, it does not tell us what people actually did 
when they were ill, as actual use of WSM and actual use of WSM as a first 
choice do.
For normative use of WSM, in the event of any of five stipulated illness 
scenarios, there were noticeable differences in the types of illnesses 
respondents reported they would use WSM to treat. Respondents were more 
likely to use WSM to treat a Poison episode followed by Malaria, but least likely 
to use it to treat Boil, for which most of the respondents, across all the income 
and educational categories, would rather use TM.
This finding is consistent with the reports in the literature that the two sources of 
medicine (WSM and TM) are used to treat different types of illnesses. It also 
confirms the studies of Fosu (1981) and Bierlich (2000), which reported that in 
the event of a Boil, TM is the most likely or even the exclusive source of 
medicine. That is due to the perceived efficacy of TM in treating Boil on the one 
hand, and perceived dangerousness of WSM in the treatment of Boil on the 
other. In Ghana, for reasons difficult to explain, Boil is generally perceived as an 
illness for which the use of WSM medicine is more harmful than helpful. But for 
Malaria and Poison episodes most respondents would have known someone 
who might have benefited from a WSM cure and consequently a larger 
proportion would like to use it. But a minority said they would use TM in the 
event of similar illnesses.
About a third of the respondents reported they would use WSM in the event of 
one or more of the five stipulated illness scenarios. This represents quite a low 
level of ‘normative’ use of WSM. This may be due either to respondents’ over­
estimation of the cost involved in the use of WSM or their general lack of faith in 
WSM. At the same time, despite the difficulties associated with accessing WSM 
in rural communities, 32 percent of respondents in the district reported that they 
would use WSM to treat one or more of these illnesses.
The findings from the tabular analysis in chapter 7 showed that there was a 
significant relationship between normative choice of medicine and income,
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household possessions and education for all the five stipulated illnesses, 
namely Oedema, Malaria, Poison Episode, Mental Illness and Boil. For each of 
the five illnesses respondents who were in the higher socio-economic group 
were more likely to report they would use WSM than respondents in the lower 
socio-economic group.
The findings showed a significant relationship between the dichotomous 
variables normative use of WSM and income, normative use of WSM and 
household possessions, and normative use of WSM and education, with 
respondents in the higher socio-economic group more likely than respondents 
in the lower socio-economic group to report that they would use WSM in the 
event of illness.
Also, the tabular analysis showed that there was a significant association 
between normative choice of medicine and location of residence, but for only 
two types of illnesses, namely episodes of Poison and Malaria. In both these 
illness situations respondents living nearest to the district capital were more 
likely to report they would use WSM compared to respondents living further 
away from the district capital.
Normative use of WSM was significantly associated with marital status and sex. 
Men were more likely to report that they would use WSM compared with women 
for each of the five illnesses. This is explained mainly by income because men 
were more likely to be in a higher income group compared with women.
There was no significant association between any of the cultural beliefs 
variables and the three dependent variables, apart from general beliefs and 
normative use of WSM for some types of illness. For the treatment of an 
episode of Poison or Malaria, respondents who held less traditional beliefs than 
those who held moderate and very traditional beliefs were more likely to report 
that they would use WSM. However, no significant association was found 
between normative use of WSM and Oedema, Mental Illness or Boil.
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The relative importance of demographic characteristics, cultural beliefs and 
socio-economic characteristics blocks of variables in relation to the normative 
use of WSM, in order of importance were: socio-economic characteristics; 
demographic characteristics; and cultural beliefs characteristics.
Multivariate analysis revealed that income was the most important predictor of 
normative use of WSM, followed by education. The effect of both income and 
education were pervasive. However, the entry of income wiped out the effects 
of general beliefs and halved the effects of education among respondents who 
had attained senior secondary or post senior secondary education.
Location of residence from the district capital emerged as the third most 
important predictor of normative choice of WSM from the logistic regression 
analysis, with respondents living within a six kilometre radius of the district 
capital more likely to report they would use WSM than respondents living 
between seven and twenty-nine kilometres, and beyond thirty kilometres away 
from the district capital.
In relation to the demographic characteristics, the effect of marital status was 
not as strong as the effects of sex. Men were more likely than women to report 
that they would use WSM. The effect of sex remained until the introduction of 
income into the logistic regression before ceasing, while the effect of marital 
status ceased with the introduction of education. Men had one and a half times 
greater odds than women of reporting that they would use WSM in the event of 
one or more of the five illness scenarios.
This could be explained by the differences in socio-economic status between 
men and women. Men were more likely than women to be in a higher income 
group or to have attained higher education (see Table 6.2). In developing 
countries, including Ghana, particularly in rural communities, male education is 
more endorsed than female education, especially as one moves through the 
educational levels. Perhaps this is due to traditional gender roles and the hard 
choices families have to make as to the sending a child to a senior secondary 
school or any school above senior secondary all of which require huge financial
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commitment. The financial contribution parents are required to make to their 
child’s education increases dramatically from contributions at primary and 
middle or junior secondary level, and what they are required to pay at senior 
secondary level. In the latter case, the families have to consider the risk of 
attrition of boys and girls when sent to senior or above senior secondary school. 
For example, the fear of girls becoming pregnant in the course of their senior 
secondary education makes it less likely that it will be seen as a good 
investment to sponsor girls into senior or above senior secondary school. The 
result is that boys are more likely to be sponsored into senior secondary school 
or above senior secondary education than girls in most rural communities, 
including the SWD. Senior secondary school or above senior secondary 
education is a sure root to better employment opportunities and a regular 
income, particularly in a rural setting. The combined effect of men being more 
likely to have attained higher education and to be in a higher income group, 
compared with women, may partly explain why men were more likely than 
women to report that they would use WSM.
According to the results from the logistic regression analysis, respondents’ 
general beliefs emerged as a significant predictor of normative use of WSM, but 
it was the least important variable in the whole logistic regression model 
(LRM1). The effects of general beliefs remained when the two demographic 
variables and educational level were controlled for, but ceased with the 
introduction of income into the model. Respondents with less traditional beliefs 
were more likely to report they would use WSM in the event of illness, 
compared with respondents with moderate or strong traditional beliefs. The 
results confirmed the research hypothesis that cultural beliefs factors are not as 
important an influence on choice of type of medicine between WSM and TM in 
rural parts of developing countries, as discussed in Section 4.1 of the literature 
review.
10.1.2 Actual use of types of medicine and actual use of WSM
In relation to respondents’ or other household members’ most recent illness in 
the six months prior to the interview, respondents were asked which of five 
stipulated types of medicines they had used. The type of medicine most used
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by respondents was family or voluntary supplied TM (for example, herbs known 
to family members or provided by friends or neighbours to help with the 
treatment of an illness) (63 percent) followed by medicine purchased from a 
WSM Vendor (47 percent), then traditional medicine purchased from a TM 
Vendor (25 percent) with hospital treatment (23 percent) as the fourth, and 
herbalist (13 percent) emerging as the least used.
In relation to the use of the different sources of medicine, the proportion of 
respondents who reported using family supplied TM was substantial and 
consistent with the reports in the literature that a sizeable proportion of the 
population, particularly in rural communities, largely depend on TM sources for 
their health care needs (Senah et al. 2001, Kunfaa 1996). It appears that the 
dependence on TM does not necessarily mean depending on ‘professional’ TM 
practitioners, but is primarily freely supplied TM. When it comes to the point of 
seeking health care and expenditure seems to be involved, purchasing from a 
WSM Vendor appears to be the most favoured option, followed by purchasing 
from a TM Vendor and then Hospital treatment. This may be due to the fact that 
relative to hospital treatment, contacting a WSM Vendor is less expensive and 
easier to access. This raises questions about the over-concentration of health 
care policies on hospitals and clinics.
The findings from the tabular analysis showed that there was a significant 
relationship between income and use of each of the five stipulated types of 
medicines for the most recent illness. Higher income was associated with the 
use of WSM oriented sources of medicine, namely WSM Vendor and Hospital 
Treatments. On the other hand, low income was associated with the use of TM 
oriented sources, namely Family or Voluntary Supplied TM, TM Vendor and 
Herbalist.
There was a significant association between education and actual use of only 
three types of medicines, namely Family or Voluntary Supplied TM, WSM 
Vendor and Hospital Treatment. Higher education was associated with more 
use of WSM Vendor and Hospital Treatment, but lower education was 
associated with more use of Family or Voluntary Supplied TM. Respondents
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with senior or above senior secondary school education reported more actual 
use ofWSM than those with lower educational attainment.
Location of residence was significantly associated with use of three types of 
medicines, namely Family Voluntary Supplied TM, WSM Vendor and TM 
Vendor. Living nearest to the district capital was associated with greater use of 
WSM Vendor than living further from the district capital. But living furthest from 
the district capital was associated with more use of Family or Voluntary 
Supplied TM and TM Vendor. Actual use of WSM was associated with sex and 
age, with men using WSM more than women.
With regards to actual use of different types of medicine and respondents’ 
cultural beliefs, there was no significant association between any of the cultural 
beliefs variables and actual use of medicine. The only exception was that 
general beliefs were associated with the use of Hospital Treatment and Family 
or Voluntary Supplied TM. Hospital treatment was used to a greater extent by 
respondents who held less traditional beliefs than respondents who held 
moderate and strong traditional beliefs, but Family and Voluntary Supplied TM 
was more used by respondents with traditional beliefs.
The relative importance of the three blocks of variables in relation to actual use 
of WSM, in order of importance, was: socio-economic characteristics; 
demographic characteristics; and cultural beliefs. Within the socio-economic 
block variables, income emerged as the most important predictor of actual use 
ofWSM for respondents’ last illness six months prior to the research. The effect 
of income was pervasive and it wiped out the effect of sex and general beliefs. It 
also halved the effect of senior secondary or post senior secondary education 
when it was introduced in the model.
Educational level emerged as the second most important predictor of actual use 
of WSM after income. Its effect was pervasive and appeared to have increased 
the effect of age when it was introduced in the model. Education has an 
independent effect on actual use of WSM over and above income. However, the
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effect of having attained senior secondary or post senior secondary level of 
education was halved when income was introduced in the model.
Multivariate analysis revealed that location of residence is the least important 
predictor within the socio-economic block variables, but the fourth most 
important predictor of actual use of WSM in LRM2 as a whole. It had a 
significant effect after controlling for all the other variables in the model and its 
introduction increased the magnitude of the odds ratios for income. This could 
be explained by the fact that the use of WSM in remote areas incurs additional 
cost, requiring a higher level of income which people have to earn to be able to 
afford to use WSM in these areas.
In relation to the demographic characteristics, both age and sex emerged as 
significant predictors of actual use of WSM in the logistic regression (LRM2). In 
terms of the importance of each individual explanatory variable's contribution to 
the model as a whole, based on the change in log likelihood, sex was more 
important than age. The effect of sex ceased with the entry of income into the 
logistic regression, whereas the effect of age remained after controlling for all 
the variables in the model. The effect of age increased with the introduction of 
education in the model and remained virtually the same thereafter. As a block of 
variables, the demographic block emerged as the second most important 
predictor of actual use of WSM, after the socio-economic block. Men had almost 
twice as high odds of using WSM as women, until the introduction of education 
into the model when the difference between the sexes reduced marginally.
The results from the logistic regression analysis showed that general beliefs 
was a predictor of respondents’ actual use ofWSM, but was the least important 
among all the explanatory variables entered in the model. The effect of general 
beliefs remained when the demographic variables and educational level were 
controlled for, but ceased with the introduction of income into the model. 
Respondents with less traditional beliefs reported actually using more WSM, 
compared with respondents with moderate and strong traditional beliefs.
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10.1.3 Priority choice of Medicine related to Actual use of WSM as a First 
Choice
The findings from the tabular analysis showed that there was an association 
between the use ofWSM as a first choice of treatment for respondents’ or other 
household members’ most recent illness and all the socio-economic variables. 
The use of WSM as a second choice of treatment was also significantly 
associated with all the socio-economic variables, except household 
possessions. In relation to income, household possessions and educational 
level, higher socio-economic status was associated with more use of WSM as a 
first or second choice of treatment, than lower socio-economic status. 
Regarding the strength of associations between the use of WSM as a first 
choice and the socio-economic variables, income showed the strongest 
association, followed by education, then possessions.
There was an increase in the use of WSM from 37 percent as a first choice to 
56 percent as a second choice treatment for respondents’ illness. On the one 
hand, the proportion of respondents who used WSM as a first choice was larger 
among the higher socio-economic group than their lower socio-economic 
counterparts. On the other hand, the proportion of respondents who used WSM 
as a second choice was larger among the lower socio-economic group, 
compared with their higher socio-economic counterparts. This suggests that in 
Ghana the poor delay using WSM until later in the illness process than the 
relatively better off.
The tabular analysis showed that there was neither a significant relationship 
between the use of WSM as a First Choice and age, nor was age significant 
when included in the logistic regression, of use of WSM as a first choice, 
(LRM3).
As a block of variables, the demographic block emerged as the third most 
important after the socio-economic and duration of illness blocks in predicting 
actual use of WSM as a first choice. Sex and marital status emerged as 
significant predictors, and their effect remained when beliefs and education 
were controlled for, but ceased with the introduction of income into the model.
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In relation to the priority of selecting types of medicine for the treatment of 
respondents’ last illness, no association was found between any of the cultural 
beliefs variables, with the exception of respondents’ general beliefs, which 
showed some modest association with the use of WSM as a first choice. 
Respondents who held less traditional beliefs reported using WSM as a first 
choice more than respondents who held moderate and very strong traditional 
beliefs. A similar trend was found between the use of a WSM as a second 
choice and respondents’ general beliefs.
Family or voluntary supplied TM, TM Vendor and herbalist were the three types 
of medicines whose use was significantly associated with the duration of 
respondents’ or other household members’ most recent illness. With all three 
TM oriented sources of medicine, respondents with long-term illness were more 
likely to use any of one of them than respondents with medium or short-term 
illness.
The results from the tabular analysis showed that there was significant 
association between duration of an illness and the use of WSM as both first and 
second choices. In both cases respondents were less likely to use WSM to treat 
long-term illnesses than medium and short-term illnesses.
Multivariate analysis revealed that all the socio-economic variables are 
significant predictors of the use ofWSM as a first treatment option. Income and 
education emerged as the first and second most important predictors of the use 
of WSM as a first choice of treatment. The effects of both were pervasive, but 
the introduction of income more than halved the effect of education among 
those who have attained senior or post senior secondary level of education. The 
introduction of location of residence into the model increased substantially the 
odds ratios for income, while the introduction of duration of illness into the 
model increased modestly the effect of income. In both cases the increase odds 
ratios was more among the highest income group.
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Men were more likely than women to actually use WSM as a first choice of 
treatment. Men had an almost one and a half times greater odds of actually 
using WSM for their last illness than women. In relation to marital status, 
previously married respondents were less likely to use WSM compared with the 
never married who constituted the reference category.
Duration of illness emerged as a significant predictor of the use of WSM as a 
first choice of treatment for respondents’ or other household members’ most 
recent illness six months prior to the research. It was the fourth most important 
variable among the variables in the model and the effect remained after 
controlling for all the variables. The shorter an illness lasted the more likely it 
was that WSM was used as a first choice of treatment and the longer the illness 
lasted the less likely it was for WSM to be used at all for its treatment.
The results of the logistic regression analysis revealed that respondents’ 
general beliefs was a significant predictor of the use of WSM as a first choice of 
treatment for their most recent illness. But it was the least important variable 
among the variables in the model. This was indicated by the smallest change in 
log likelihood recorded when it was entered into the logistic regression model. 
The effect of respondents’ general beliefs remained when the demographic 
variables and educational level were controlled for, but ceased when income 
was introduced into the model. Respondents’ who held less traditional beliefs 
were more likely to use WSM as a first choice of treatment for their last illness, 
compared with respondents who held moderate or very strong traditional 
beliefs.
In all, normative use of WSM, actual use of WSM and use of WSM as a first 
choice treatment were found to have stronger associations with income, 
education, and location of residence than with the demographic variables and 
cultural beliefs variables. The logistic regression revealed that the socio­
economic block of variables was the most important in predicting normative use 
of WSM, actual use of WSM and the use of WSM as a first choice of treatment, 
followed by the demographic block, then the cultural beliefs block which was the
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least important in predicting any of the three dependent variables related to 
WSM use.
10.2 Comparison of the old and new models predicting choice-making 
between WSM and TM in a Developing Country
This section compares the factors and theoretical explanations of choice of
types of medicine, discussed in chapters 3 and 4, with the factors and 
explanations informed by the empirical findings. The purpose of this comparison 
is to highlight the salient features of the new explanation and the contribution 
this research has made to facilitate a better understanding of the relative 
importance of cultural beliefs and socio-economic factors in influencing people’s 
choices between WSM and TM in rural parts of Ghana, as an example of a 
developing country.
This research has systematically studied the influence of demographic factors, 
cultural beliefs, socio-economic characteristics and characteristics of a recent 
illness on choice-making between WSM and TM in rural Ghana. The research 
was motivated firstly by the fact that beliefs variables have not been 
independently assessed alongside demographic and socio-economic variables 
in most of the previous studies on choice-making between WSM and TM. 
Secondly, most of the studies conducted in developing countries have given 
undue weight to cultural beliefs factors as the main influences on choice-making 
between WSM and TM in developing countries, and third the difficulty of 
reconciling some facts that have been observed in developed countries. In 
developed countries, where health care is provided through National Health 
Service (NHS) as in the UK (Benzeval et al. 1995, Pollock and Vickers 1998, 
Goddard and Smith 2001, Ben-Shlomo and Chaturvedi 1995, Gilthopre and 
Wilson 2003), or through private insurance as in the US (Bouldin 1999, 
Employee Benefit Institute 1995 cited in Whiteis 1998) access to WSM have 
been empirically found to be linked to socio-economic status. Therefore the idea 
that in developing countries, particularly rural communities, access to WSM is 
mainly determined by cultural beliefs variables becomes analytically difficult to 
sustain.
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To elaborate on the third point, it is worth drawing attention to the fact that in 
developed countries there are adequate provisions of generally high quality 
WSM, income levels are relatively high and as such people can afford WSM. In 
some countries, for example in the UK, it is provided free at the point of 
delivery. In the UK there is empirical evidence to suggest that the utilisation of 
certain specified services is strongly associated with socio-economic status 
(Walters 1980, Doyal 1979, Carr-Hill et al. 1996, Pollock and Vickers 1998, 
Black et al. 1995, Ben-Shlomo and Chaturvedi 1995, Goddard and Smith 2001). 
Further there is evidence at least, in the US, to suggest that the high cost of 
WSM is forcing some health consumers to turn to Alternative Medicine (AM) 
(Bouldin et al. 1999). However, unlike in the developed countries, in developing 
countries the provision of WSM is inadequate, standards are poor, income 
levels are generally low, and as such affordability of WSM is a problem.
Therefore, socio-economic status is expected to be the main influence on 
people’s choices between WSM and TM, but a vast section in the previous 
research literature appears to give undue weight to cultural beliefs as having the 
main influence on people’s choices between WSM and TM (Bierlich 2000, 
Sindiga 1995b, 1995c, 1995d 1995e, Wandiba 1995, Fink 1989, Uyanga 1979). 
The evidence from the developed countries, combined with assertions by 
Twumasi (1975), Yen (1997), Tsey (1997) and Gyapon et al. (1996), that 
affordability is a key influence on people’s choices is difficult to reconcile with 
the idea that cultural beliefs continue to be the main influence on peoples’ 
choices between WSM and TM in rural parts of developing countries in the early 
21st century.
It is important to introduce the new model informed by the analysis from 
chapters 7-9. It should be noted that this model is not radically different from the 
choice of medicine model presented in chapter 5 (see figure 5.3). The only 
difference between figure 10.1 and figure 5.3 is that in the latter, the 
relationships between the dependent variables and explanatory variables were 
not as clear as they are now. Also, distance to medicine, the access to health 
care or types of medicine variable in figure 5.3, was incorporated into the socio­
economic block in figure 10.1 as (location of residence). So too was perception
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of medicine in figure 5.3, incorporated into the beliefs block in figure 10.1. 
However it is different from Kroeger’s (1983) original model and Develay’s 
(1996) adaptation of it on two points. First, the characteristics of illness block of 
Kroeger and Develay’s frameworks included characteristics of illness and 
perception of medicine, but the model proposed in this research separated the 
two. Second, Kroeger and Develay had no explicitly defined block for cultural 
beliefs, but the model (figure 10.1) proposed in this research does and it 
incorporated perception of medicine into this beliefs block.
Figure 10.1
New Model of determinants of choice of WSM in rural Ghana
DEMOGRAPHIC
CHARACTERISTICS
- Sex
- Marital Status 
-Age CHARACTERISTIC OF ILLNESS
- Duration of illness
SOCIO-ECONOMIC
CHARACTERISTICS
- Education
- Income
- Possessions
- Location of Residence
CULTURALBELIEFS
- General Beliefs
- Illness Causation
- Perception of Medicine
CHOICE OF TYPE OF 
MEDICINE
- Normative use o fW S M
- Actual use o fW S M
- W S M  as a First Choice of 
medicine
The thicker an arrow the more important the route to choice of medicine
The blocks of variables are demographic factors, cultural beliefs factors, socio­
economic factors and characteristics of illness. Choice of medicine is the 
dependent variable and it is measured by three variables, thus whether or not 
respondents would use WSM for treatment in the event of any of five specified 
illness scenarios (normative use of WSM), whether respondents actually used
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WSM or not in their last illness episode within six months prior to the research 
(actual use of WSM), and whether respondents actually used WSM as a first 
choice of medicine for their most recent illness (WSM as first choice).
The next section compares the empirical findings of this research with the 
theoretical explanations about choice between WSM and TM discussed in 
chapters 3 and 4. The comparison starts with the demographic explanations, 
then cultural beliefs explanations, socio-economic explanations and 
characteristics of illness explanations.
10.2.1 Demographic Explanation
This analysis has shown that demographic variables themselves should not be 
assumed to have the same effects on different outcome variables related to use 
of WSM. When all the demographic variables were entered into a multivariate 
model, which used actual use of WSM as a dependent variable (LRM2), marital 
status and family size were not statistically significant predictors.
Demographic factors have long been speculated (Twumasi 1975) or empirically 
found (Develay 1996, Lasker 1981) to influence people's choice of medicine in 
developing countries. These demographic factors include age, sex, marital 
status, family size, family network and ethnicity. Therefore, the influence of 
demographic variables on respondents choosing WSM or not was tested in the 
thesis, using the first four variables listed above.
10.2.1.1 Age and the use of WSM
Twumasi (1975) conjectured that in Ghana older people were more likely to use 
TM compared with younger people. His deduction was linked to cultural beliefs 
and the adventurous inclination of younger people compared with older people. 
He argued that because older people are the custodians of cultural norms, 
values and beliefs they are more conservative in their approach to accepting 
new things that have not been tested, and this would include new forms of 
medicine. Moreover, older people would not have had the chance of attaining 
formal education where new sets of ideas completely different from what they 
have always known, are taught. These new sets of ideas include different
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understanding of the causation and treatment of illness, ability to read, which 
opens avenues of informing oneself on issues including WSM treatment 
options. Also, he argued that younger people are generally more adventurous 
and therefore more amenable to change than older people, and therefore they 
are more likely than older people to try new things, including WSM.
The finding from my 2004 research indicated that age was a significant 
predictor of actual use of WSM. The findings showed that age affects actual use 
of WSM directly, but some of its effects are mediated by beliefs and education. 
An interesting revelation from the results is that although mature adults were 
more likely to have actually used WSM, compared to younger adults, old adults 
were least likely to have actually used WSM. However, the pattern of use of 
WSM between old adults and young adults dramatically changed with the 
introduction of education into the model. Thereafter, older adults were more 
likely to actually use WSM compared with young adults. This suggests that the 
effect of age on the use of WSM is more complex than previously thought. 
Older adults are less likely to use WSM mainly because of their lower level of 
education, but once educational attainment is controlled for, older adults have a 
greater tendency to use WSM than these under 35. This pattern persists even 
with the introduction of income into the model. However, this can not be 
explained by income because old adults are more likely to be in a lower income 
group, compared with young adults and both age groups have equal chances of 
being in a higher income group. A possible explanation is that old adults are 
more likely to be offered philanthropic assistance by well to do members of the 
extended family when ill, compared with young adults who are seen as people 
who have to be able to manage their own affairs including providing for their 
health care.
10.2.1.2 Sex and the use of WSM
Sex was found to be a significant predictor of normative use of WSM, actual use 
of WSM and use of WSM as a first choice with men more likely to use WSM 
than women. This is a strong and consistent finding of sex differences. 
Although not in agreement with Develay’s (1996) findings, which reported not 
finding sex to be a significant predictor of the use of modern health facilities, this
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finding confirms that of Lasker (1981), which reported that women in the Ivory 
Coast used modern medicine less than men. However, most of the gender 
difference is mediated by income and could be explained by the fact that 
women earn less income than men (see Table 6.2).
10.2.2 Beliefs and actual use of WSM
In literature that emphasises cultural beliefs as the main explanations for choice 
of medicine between WSM and TM in developing countries, the focus has 
always been on the type of an illness. Central to cultural beliefs explanations, 
particularly the ‘folk dichotomy explanation’, is whether the cause of an illness is 
believed to be natural yadee hunu or onipadua yadee (biological diagnosis) or 
sunsum yadee supernatural (social diagnosis) (as they are referred to in Ghana 
among the Akans in general and the Dormaas in particular, studied by Fink 
(1989). Thus, the attribution of the cause is assumed to lead to choice of type of 
medicine. Another cultural beliefs explanation is ‘efficacy testing’. This 
explanation is about people’s perceptions of illnesses and the appropriate types 
of medicine, which ‘lay beliefs’ consider to be efficacious in treating. A third 
beliefs explanation is about whether an illness is considered acute or chronic, 
with previous research finding that acute illness were directed to WSM and 
chronic illness to folk treatment or TM, the ‘acute versus chronic illness’ 
explanation (Fink 1989, Sindiga 1995a, 1995b, 1995c, 1995d, Fosu 1995, 
Bierlch 2000). The cultural beliefs explanation was measured by three 
indicators namely, general beliefs, beliefs of Illness causation and perception of 
medicine scales.
Only one of these three indicators, general beliefs, was significantly associated 
with normative use of WSM, actual use of WSM and the use of WSM as a first 
choice when entered into their respective logistic regression models. The 
cultural beliefs block emerged as the least important among the four blocks of 
explanatory variables across all the logistic regression models. General beliefs 
was the only cultural beliefs variable with significant effect in the models, but 
had the least explanatory power among all the variables predicting normative 
use of WSM, actual use of WSM and the use of WSM as a first choice. The 
findings suggest that the effect of cultural beliefs on a rural Ghanaian’s
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preparedness to use WSM and actual use of WSM was very minor and barely 
held when assessed with the demographic variables and educational level, and 
completely ceased with the introduction of income into the models.
The empirical findings of this study have shown that cultural beliefs have some 
influence on people’s choice of medicine and the use of WSM. Particularly, 
cultural beliefs differentiate between the normative use of WSM for the 
treatment of at least two illnesses namely Malaria and Episode of Poison. But 
relative to the other variables, its influence is not as important as the influence 
of demographic or socio-economic factors, and much less important than the 
cultural beliefs explanations suggest.
10.2.3 Socio-economic characteristics and the use of WSM
As expected, socio-economic factors, postulated by the ‘relative wealth’ 
explanation, emerged as the most important block of variables which influence 
respondents’ normative use of WSM, actual use of WSM and the use of WSM 
as a first choice.
10.2.3.1 The influence of income
Within the socio-economic factors income was the most important, followed by 
education and location of residence in predicting the three variables measuring 
use of WSM. The emergence of income as the most important individual 
explanatory variable in predicting these three variables confirmed the 
speculations made by Twumasi (1975) and Yen (1997), and observations made 
by Tsey (1997), Kunfaa (1996) and Agyapon (1996) in relation to Ghana and 
the empirical findings by other authors, such as, Develay (1996) in the Burkina 
Faso and Bowman et al. (2002) in The Gambia.
10.2.3.2 The influence of education
Education emerged as the second most important explanatory variable in 
predicting normative use of WSM, actual use of WSM and the use of WSM as a 
first choice. As explained earlier, education increases people’s chance of better 
employment and remuneration, creates awareness of the need for effective 
treatment and understanding of the benefits of WSM, and is therefore an
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important predictor of the use of WSM. Respondents with secondary or post 
secondary higher education were significantly more likely to use WSM even 
after controlling for income, suggesting an independent effect of education over 
and above that of income. The combined effect of income and education 
confirmed that these are the two key socio-economic measures in developing 
countries, and ties in with the empirical studies in developed countries, which 
have found socio-economic factors to be important in explaining health care 
utilisation in the US (Bouldin 1999) and the UK (Carr-Hill et al. 1996, Pollock 
and Vickers 1998, Goddard and Smith 2001). The finding also confirms the 
assertion that:
“socio-economic class differences are more strongly evident than before in the
patterns of health care delivery and reception in Ghana” (Owoahene-Acheampong
1998: 153),
since the removal of free or subsidized health care to the general population.
10.2.3.3 The influence of location of residence
Location of residence emerged as the least important variable among the socio­
economic block of variables in predicting the three uses of WSM variables. It 
showed that those who lived closest to the district capital were more likely to 
use WSM, with lowest use among those living over 30 kilometres from the 
capital. Although location of residence had a direct effect on the outcome 
variables it is its dramatic effect on the coefficients for income, substantially 
increasing the odds ratios across all the models, which stood out. This 
substantial increasing effect of income after controlling for location of residence 
could be explained by the additional cost involved in using WSM in remote 
areas compared with using TM oriented sources, such as difficulty or 
impossibility of reaching the hospital located in the district capital, consideration 
of time, transportation costs, very expensive WSM medicines in remote areas, 
and infrequency of WSM Vendor visits, which all combine to make the use of 
WSM in remote areas to require more financial resources.
10.2.4 Characteristics of illness and the use of WSM
The Characteristics of Illness was measured by the duration of illness of 
respondents' last illness. The results suggested WSM was more used for short­
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term illnesses than medium and long-term illnesses. Though this confirmed 
findings of Lasker (1981), it did contradict that of Develay et al (1996), who 
reported that WSM was more used for long-term illnesses than short-term 
illnesses. Duration of illness was entered in models LRM2 and LRM3, but had 
no significant effect for actual use of WSM (LRM2). However, it had significant 
effect on the use of WSM as a first choice, (LRM3). Duration of illness was the 
fifth most important individual explanatory variable in the model. WSM was used 
as the first choice of treatment more for short-term illnesses (reference 
category) compared with medium or long-term illnesses. Controlling for the 
effects of duration of illness increased the effect of income modestly.
10.3 Summary of analysis chapters and this chapter
The focus of this thesis was premised on the realisation that most of the 
theories explaining choice of type of medicine in developing countries have 
given undue weight to cultural beliefs factors or had focused exclusively on 
socio-economic and demographic variables. Very few studies had combined 
socio-economic and cultural beliefs factors for analysis of choice of medicine, 
except Ofori-Atta and Linden (1995), which researched only urban women and 
was strictly mental health focused, thereby leaving the evaluation of the relative 
importance of cultural beliefs and socio-economic variables, in a rural context, 
unaccounted in the literature. This thesis analysed the relative influence of 
cultural beliefs and socio-economic factors on choice between WSM and TM in 
rural Ghana.
This chapter brought together all the salient findings of this research. There are 
four analysis chapters in this thesis. The first analysis chapter (chapter six), 
operationally defined the variables used in the analysis, and described the 2004 
CTMS sample in terms of key demographic, cultural beliefs and socio-economic 
characteristics. All the analysis chapters were organised around the analysis of 
three dependent variables, which represented normative choice, actual choice 
and the use of WSM as a first choice. Chapter seven analysed the demographic 
and socio-economic factors that influence people's choice of type of medicine, 
particularly the use of WSM. Chapter eight focused on how the cultural beliefs 
and characteristics of illness factors influence people’s choice of type of
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medicine. Chapter nine assessed the relative influence of each of the four 
blocks of explanatory variables on the use of WSM using logistic regression 
models.
In this chapter the key findings were presented, a new model informed by the 
findings was introduced, and the findings were related to the theories of 
explanation of choice making between WSM and TM discussed in chapters 3 
and 4. A synthesis of the results has provided insights into the factors that are 
important in determining choice of type of medicine, specifically WSM, among 
adults of voting age in rural SWD in the Ashanti region of Ghana. A new model 
predicting the factors that influence choice between WSM and TM informed by 
the analysis was introduced in figure 10.1. A discussion ensued in which it was 
argued that socio-economic variables particularly income was the single most 
important predictor of the use of WSM. In addition, the dramatic effect of the 
combination of income and distance of residence from the district capital on the 
use of WSM was pointed out.
This analysis is distinctive firstly in the sense that it has used a representative 
analytic survey to assess the relative influence of the effects of cultural beliefs 
and socio-economic factors on choice of medicine in a rural community in a 
developing country, Ghana. Previously, the influence of cultural beliefs factors 
or socio-economic factors have been assessed either independently, with most 
quantitative oriented studies focusing on socio-economic and demographic 
factors, and in some cases using a single indicator which combines cultural 
beliefs items and socio-economic items (as in acculturation studies) as the 
explanatory variable for analysis. In contrast, qualitative oriented studies mostly 
focus on cultural beliefs factors, even where they cover socio-economic factors, 
and the relative influence of these two sets of factors are rarely assessed. The 
findings from this thesis have provided insight into the relationships between 
some demographic variables, cultural beliefs variables, socio-economic 
variables and characteristics of illness variables, and the dependant variables, 
normative use of WSM, actual use of WSM and actual use of WSM as a first 
choice. Logistic regression analysis was undertaken by SPSS version 11.5, to
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evaluate the relative influence of the individual predictors and the blocks of 
predictor variables, including cultural beliefs variables.
An important finding is that the cultural beliefs factors are not as important an 
influence on people's choice as a section in the literature (Fink 1989, Sindiga 
1995a, 1995b, 1995c, 1995d, Bierlich 2000) suggests, and that cultural beliefs 
factors do not directly influence the use of WSM in rural SWD. The influence of 
cultural beliefs factors is minimal and largely mediated by socio-economic 
factors. Also, the finding that income is by far the most important factor in 
influencing people’s use of WSM has important policy implications. Thus, 
policies aimed to improve the utilisation of WSM should seriously consider 
income generation policies, cost reduction of the use WSM (either through 
subsidies or exemptions in the NHIS), and roads improvement to make 
travelling to and from the remote areas easier. However, if income levels remain 
low and travelling to and from remote areas to the district capital remains 
difficult then the chances of increasing the use of WSM will remain the privilege 
of those who earn high incomes or live in the district capital or very close to it.
Empirical findings on choice of types of medicine in the US, (Bouldin 1999, 
Employee Benefit Research Institute 1995 cited in Whiteis 1998), and the use of 
specified services or preventive modern medicine in general in the UK (Pollock 
and Vickers 1998, Goddard and Smith 2001, Ben-Shlomo and Chaturvedi 1995, 
Carr-Hill et al. 1996, Black et al. 1995) suggest that socio-economic status, 
particularly income, is a major determinant of choice of type of medicine. In 
Ghana several studies have speculated that the inability to pay acts as a 
deterrent to the use of WSM, particularly among the poor and predominantly the 
rural community (Yen 1997, Kunfaa 1996, Twumasi 1975, Owoahene- 
Acheampong 1998). Also, observational studies (Tsey 1997, Agyapon 1996) 
suggest that income is an important determinant of the use of WSM. An 
important finding of this research was that income was the most important 
single explanatory variable predicting the use of WSM. Its effect was more than 
the effects of all the other individual variables put together.
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Another socio-economic variable that was important in predicting the use of 
WSM was education. The influence of education on the utilisation of health 
services has been well documented in developed countries (Cartwright et al 
1976, cited in Kings Fund 1995, Ham 1985, Nettleton 1995). Twumasi (1975) 
and Senah (1995) have both argued that in Ghana too, the well educated use 
WSM more than the poorly educated. Not only is higher education an assured 
route to better employment that leads to reasonable income, enabling a person 
to shop relatively comfortably in a market situation, but in rural communities in 
developing countries it serves as a means' of cultural adaptation to new ideas 
including the use of medicines different from folk prescriptions.
This research revealed that education has both a direct and an indirect effect on 
the use of WSM. The indirect effect is mediated through income, with income 
reducing the effect of education among the highly educated (respondents who 
have attained senior secondary or above this level education) by roughly one- 
half across all the logistic regression models predicting use of WSM. In this 
research, education has been found to be positively associated with normative 
use of WSM, actual use WSM and actual use of WSM as a first choice.
However, there seems to be a threshold level of education that is needed
before education can impact meaningfully on the use of WSM. In this case, the 
threshold level appears to be education at least at the senior secondary level.
Distance of location of residence from the district capital was another socio­
economic variable which significantly predicted the use of WSM. One 
interesting finding of this research is how the location of residence increases the 
effect of income in predicting the use of WSM. The finding that respondents 
living in remote areas use WSM less compared to respondents living in or near 
to the district capital was consistent with other reports in the literature. This is 
due to the fact that it is difficult to travel to remote areas and that certain areas 
are impossible to access during heavy raining seasons. Transportation and 
visits by WSM Vendors to these areas are infrequent, WSM drugs are very 
expensive, and the time involved in travelling to a hospital site, all combine to
discourage the use of WSM in these areas.
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This research has evaluated the relative influence of demographic factors, 
cultural beliefs and socio-economic factors on choice of medicine, particularly 
the use of WSM in a rural district in Ghana. The findings have shown that socio­
economic factors are the most important predictors of the use of WSM, followed 
by demographic factors. In the case of predicting the use of WSM as a first 
choice, duration of illness is also important. However, cultural beliefs emerged 
as the least important block of variables in predicting the use of WSM either as 
normative or actual use of WSM. The implication of this finding is that income 
generation and easy movement to and from the district capital and remote 
areas should be the focus of policies that aim at improving the use of WSM in 
rural SWD. The next chapter summarises the materials covered in this thesis 
and highlights the contribution the thesis has made to existing knowledge on the 
topic researched.
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Chapter Eleven 
Discussion and conclusions
11.0 Introduction
This final chapter has six sections. Section one outlines the material covered in 
the thesis and section two provides a discussion of theoretical gaps revealed by 
the literature review in chapters 3 and 4 and the contribution of this thesis to the 
body of knowledge on choice between WSM and TM in developing countries. 
Section three provides a summary of the key findings of the research and 
section four the implications of the findings. Section five provides reflections on 
the strengths and weaknesses of the approaches used in this thesis and section 
six provides a road map to future research.
11.1 The thesis
The focus of this thesis was premised on the realisation that most of the 
theories explaining choice of type of medicine in rural parts of developing 
countries, particularly qualitative oriented studies, have placed too much 
emphasis on cultural beliefs in explaining people’s choice between WSM and 
TM. These qualitative studies mostly focus on cultural beliefs and over­
emphasise their importance in influencing people's choice between WSM and 
TM. They often suggest that the cultural beliefs of these communities lead them 
to choose TM for the treatment of most illnesses. Where the qualitative studies 
cover cultural beliefs and socio-economic factors in their analysis they do not 
evaluate the two sets of factors in relation to each other (Fink 1989, Bierlich 
2000, Tsey 1997).
However, quantitative studies on the topic have either focused exclusively on 
socio-economic and demographic variables (Develay 1996, Lasker 1981) or 
combined socio-economic and cultural beliefs factors for analysis (Ofori-Atta 
and Liden 1995). In acculturation studies, as in that of Ofori-Atta and Linden, a 
single indicator developed from cultural beliefs items was combined with socio­
economic items and this was used as a variable for the analysis. Therefore, the 
evaluation of the relative influence of cultural beliefs and socio-economic 
variables on choice between WSM and TM has largely not been addressed in
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the literature. The thesis demonstrates that in early 21st century rural Ghana, 
socio-economic factors are more important than cultural beliefs in influencing 
people’s choice between WSM and TM.
Data on which this thesis is based was collected from a representative 
probability sample of 800 adults of voting age in the Sekyere West District in the 
Ashanti region of Ghana. A seventy-five percent response rate was achieved 
thus, 603 responses. The thesis began with an introductory chapter which 
discussed the contemporary interest in the use of WSM versus AM/TM and 
evidence of the rising use of AM/TM in the face of the formal promotion of WSM 
in developed countries in the West and in developing countries, an examination 
of the definitions of AM/TM, WSM and the concept of medical pluralism. This 
was followed by a discussion of the introduction of WSM in Ghana and the 
evolution of TM since the introduction of WSM in the country, to provide the 
context within which Ghanaians make their health care choice between WSM 
and TM.
An extensive literature review was conducted to document the demographic, 
cultural beliefs and socio-economic variables that have been reported or 
speculated to influence people’s choice between WSM and TM. Factors 
speculated or argued to influence choice and the major explanations postulated 
to explain people’s choice between WSM and TM were discussed in chapters 3 
and 4. The purpose of reviewing the factors and explanations of choice-making 
between WSM and TM was to identify those that other research or authors have 
used in their studies to assess the consistency in their findings. Special 
attention was paid to relevant studies conducted in Ghana, which helped with 
the formulation of the research question and hypotheses and the focus of the 
questionnaire design.
Chapter 5 discussed the methodology of the research. It began with a 
statement of the aims of the research and the research questions, a summary 
of research methods and the rationale for adopting a cross-sectional analytic 
survey. Also, the chapter discussed the conceptual framework of the research, 
the pre-pilot visit and pilot of the study. Further, the chapter discussed a range
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of issues relating to the data collection, which included the questionnaire 
design, ethical considerations, recruitment and training of interviewers, access 
to the fieldwork site and respondents and method of data collection. A major 
incident, which had the potential to wreck the whole research, was reported and 
reflected upon in the context of research ethics and access within this chapter.
Chapter 6 discussed the concepts of reliability and validity and how they were 
addressed in this thesis. The operational definitions of the key variables and the 
development of scales from multiple-item variables to measure the cultural 
beliefs variables, which formed the basis of the analysis upon which this thesis 
is based, were provided in this chapter. The discussion of the conceptual 
framework introduced in chapter 5 helped with the identification of thirteen 
independent variables and three dependent variables, which were introduced in 
this chapter as forming the basis of subsequent analysis. The conceptualisation 
of the dependent variables was clarified and the appropriateness of the data 
used to answer the research questions was assessed. Also, the demographic, 
cultural beliefs and socio-economic characteristics of the sample of the 2004 
CTMS study on ‘socio-cultural influences on choice between WSM and TM’ 
were presented in this chapter.
To systematise the analysis, the explanatory variables were grouped into four 
blocks namely, demographic, cultural beliefs, socio-economic and 
characteristics of illness. There were three dependent variables each measuring 
a different conceptualisation of choice of medicine. The dichotomised forms of 
these three conceptualisations of choice were normative use of WSM, actual 
use of WSM and actual use of WSM as first choice of type of medicine. These 
specifications in chapter 6 set the scene for subsequent tabular and multivariate 
analyses.
In chapter 7, tabular analysis was used to assess the relationships between the 
demographic variables and the three dependent variables, and between the 
socio-economic variables and the three dependent variables. In chapter 8, the 
relationships between the cultural beliefs variables and the three dependent
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variables, and between the only characteristics of illness variable (duration of 
illness), and the three dependent variables, were assessed.
Chapter 9 introduced multivariate analysis, described logistic regression, and 
provided a brief discussion of the methods used to assess logistic regression 
models and how to interpret the results. The chapter discussed the multivariate 
analyses developed around the three key dependent variables. It began with 
the description of the criteria for the inclusion of explanatory variables in the 
three models. It was indicated that all the explanatory variables that were 
significantly associated with a dependent variable in the tabular analysis were 
included in the multivariate analysis, which used that particular dependent 
variable for its analysis. It was declared that the cultural beliefs variables were 
entered not only on this basis, but also for theoretical reasons.
Chapter 10 summarised the key empirical findings, introduced a new model 
(figure 10.1) and integrated the theoretical discussions in chapters 3 and 4 with 
the new model. The next section presents the contribution that this thesis has 
made to the existing body of knowledge on choice-making between WSM and 
TM.
11.2 Theoretical gaps and contribution of thesis
This section focuses on the research gaps that have not hitherto received much 
attention and the contribution of this thesis to the existing body of knowledge on 
factors that influence choice between WSM and TM and the explanations 
thereof. In chapter 3, factors speculated or conjectured or empirically found to 
influence choice between WSM and TM, were discussed. Chapter 4 examined 
the major explanations of choice between WSM and TM. Two sets of 
explanations grouped under the ‘type of illness’ and ‘patient characteristics’ 
were discussed. Under ‘type of illness’ group, four subgroups of explanations, 
‘folk dichotomy’, ‘efficacy testing’, ‘acute versus chronic illness’ and ‘shotgun 
therapy’, were examined. It was suggested that common to the ‘type of illness’ 
group of explanations, is the idea that cultural beliefs are the most important in 
influencing people’s choice between WSM and TM. It was noted that neither 
have these explanations been pulled together before, nor the terms ascribed to
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the ideas therein. Most of the evidence used in support of the ‘type of illness' 
group of explanations has been generated qualitatively (Fink 1989, Sindiga 
1995a, 1995b, 1995c, 1995d, Bierlich 2000)
Under the ‘patient characteristics’ group of explanations, three subgroups were 
identified and examined, namely demographic, personal cultural attributes and 
socio-economic characteristics. It was argued that the operational definition of 
cultural attribution, as used by Ofori-Atta and Linden (1995), combined cultural 
belief items and socio-economic items to measure ‘acculturation’. It was then 
suggested that when the cultural beliefs items are separated from the socio­
economic items, they become more or less two independent sets of items. 
Thus, they should be considered as cultural beliefs items on the one hand and 
socio-economic items on the other hand. Therefore, measuring them separately 
provides us with the opportunity to assess their relative influence on choice of 
type of medicine between WSM and TM, which hitherto had not been assessed, 
at least not in Ghana. The socio-economic group explanation was discussed 
under the heading ‘relative wealth hypothesis’. It is the socio-economic group 
and demographic characteristics explanations, which have received most 
quantitative research attention.
A staring gap in the existing literature was the fact that cultural beliefs and 
socio-economic variables have not been evaluated relative to one another. 
Qualitative studies mostly focus on cultural beliefs factors and have over­
emphasised the importance of the influence of cultural beliefs on choice 
between WSM and TM in rural communities in developing countries. Where 
they cover cultural beliefs and socio-economic factors simultaneously, studies 
have not evaluated them in relation to each other. Most of the quantitative 
studies focused exclusively on demographic and socio-economic variables. The 
quantitative studies that attempted to include cultural beliefs measures in their 
analysis either did so by including a perceived cause of illness variable, or 
combined socio-economic and cultural beliefs items to create a single variable 
for analysis. This left the assessment of the relative influence or importance of 
cultural beliefs and socio-economic factors largely un-addressed. Moreover,
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most of the quantitative studies were conducted in urban settings (Develay 
' 1996, Fosu 1995).
This research studied the demographic, cultural beliefs and socio-economic 
influences on choice of medicine between WSM and TM in a rural setting in 
Ghana using a cross sectional analytic survey. This enabled the use of a 
multivariate analytic technique, specifically logistic regression, to evaluate the 
relative importance of demographic, cultural beliefs, socio-economic and 
characteristics of illness variables.
Although other previous studies have found relationships between socio­
economic factors and choice between WSM and TM, they had not explicitly 
evaluated those associations in relation to cultural beliefs and demographic 
factors. This study has done that and examined the relationships between both 
cultural beliefs variables and choice between WSM and TM, as well as between 
socio-economic factors and choice between WSM and TM.
11.3 Key findings
This research has confirmed the importance of demographic, cultural beliefs 
and socio-economic variables in predicting choice of medicine between WSM 
and TM as measured by normative use of WSM, and actual use of WSM or 
actual use of WSM as a first choice. The socio-economic block variables were 
the most important in predicting the use of WSM, followed by the demographic 
block variables, with the cultural beliefs block emerging as the least important. 
In the model, which included the duration of illness variable, it emerged as the 
third most important block, with cultural beliefs variables coming fourth.
However, the individual explanatory variables within the blocks, which had more 
than one variable in them, had varying effects. Within the socio-economic block 
of explanatory variables, income emerged as the most important, followed by 
education and location of residence. It emerged that there was a threshold level 
where the influence of education impacted on choice between WSM and TM, 
and that was senior or above senior secondary level education. The inclusion of 
income in the models almost halved the effects of education among the most
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educated. Although the effect of location of residence on its own was not large, 
it had a dramatic effect on income, by substantially increasing the effect of 
income on WSM use among those who were earning a high income. This 
makes the combined effect of income and location of residence the two most 
important variables in influencing people’s choice between WSM and TM in 
rural SWD. The policy implications therefore, are that these two variables need 
careful consideration in any meaningful attempt at addressing the use of WSM 
rural communities (see section 11.4).
The influence of demographic characteristics on choice between WSM and TM 
is broadly consistent with what is documented in the literature. Age was a 
significant predictor of actual use of WSM. Mature adults were more likely to 
use WSM than either young adults or older adults. In relation to sex, men used 
WSM more than women whether measured by normative use, actual use or 
actual use as a first choice. About half of this gender difference was explained 
by income. Men have higher income than women, so use WSM more than 
women. Regarding marital status, it was not a significant predictor of actual use 
of WSM, but was a significant predictor of the use of WSM as a first choice. 
Previously married respondents were significantly less likely to report they 
would use WSM in the event of illness and fewer used WSM as a first choice.
Cultural beliefs have been documented in the literature to have strong 
influences on choice between WSM and TM (Fink 1989, Sindiga 1995a, 1995b, 
1995c, 1995d, Owoahene-Acheampong 1999). This study has confirmed that 
cultural beliefs are a significant predictor of the use of WSM either as normative 
use, actual use or actually using it as a first choice. However, the effects of 
cultural beliefs ceased with the introduction of income into the logistic 
regression models, thus suggesting that most of the effects of cultural beliefs 
are mediated by income. In all the models, respondents who held less 
traditional beliefs reported more use of WSM, compared with those who held 
moderate and strong traditional beliefs. Contrary to the suggestions in the 
literature as to the importance of cultural beliefs in influencing choice between 
WSM and TM, the finding from the 2004 CTMS in Ghana supports the
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hypothesis that cultural beliefs variables are no longer important influences on 
choice between WSM and TM in rural communities.
A methodological contribution is the insight provided on access and ethical 
consideration in a rural setting. An incident of an attempted wrongful postage of 
the electoral register by a sponsor to the researcher of this thesis was used to 
illustrate the tricky nature of the manoeuvres a quantitative researcher needs to 
go through to undertake research in rural communities in developing countries.
This research has shown that although all the blocks of variables investigated 
have some influence on the choice between WSM and TM among adults of 
voting age in rural SWD of Ghana, they have disproportionate degrees of 
influence. In order of importance, it is the socio-economic factors, which 
emerged as most important followed by demographic characteristics, with 
cultural beliefs factors being the least important.
11.4 Policy implications
The policy implication therefore, is that these two variables - income and 
distance of location of residence to the hospital - need careful consideration in 
any meaningful attempt at addressing the use of WSM in rural communities. 
The affordability issues require both short- to medium-term measures on one 
hand and long-term measures on the other. In relation to the short-term to 
medium-term measures, there is an urgent need for critical consideration of 
either subsidising drugs commonly used for prevalent illnesses such as Malaria 
or provision of exemptions to the very poor in the NHIS. Currently, exemptions 
are limited to dependents aged below 18 years of registered individuals and 
older people aged 70 year and above. Benefits of registration under the NHIS 
does not include the cost of transportation which acts as a major contributory 
factor in deterring people who live further from the district capital from the use of 
WSM. But as shown in the analyses distance of location of residence from the 
district capital was a very important influence on people's decision to use WSM. 
Perhaps the Cambodian scheme which does not depend on exemptions but 
pays the health care expenses for the very poor from special funds set aside 
specifically for this purpose may be an option worth consideration. The fund is
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managed by an independent non-governmental organisation, which identifies 
individuals who qualify and pays the cost for their hospitalisation, transport, food 
and other necessities. As an independent organisation they are not faced with 
conflicting interests and are well positioned to identify those who qualify for 
support (Hardeman 2004).
The financial cost of such an endeavour is something the government may find 
it difficult to afford, but it can be targeted at the very poor. With regard to the 
distance of location of residence to the hospital, it is the state of the roads which 
matter most. Therefore, if the roads are made accessible, especially in the rainy 
season, it may facilitate the transportation in those areas for both patients 
considering travelling to the district capital for treatment and WSM Vendors who 
sell WSM pharmaceutical products in these areas. If the roads to the remote 
areas are improved it will have a major impact on WSM utilisation.
However, it has to be acknowledged that these are major issues linked to the 
economic fortunes of the country, but the current state of the economy is such 
that the government may find it difficult to afford. Therefore, the government 
needs to direct most of its attention to preventive medicine and show some 
boldness in the attempt at promoting TM, which a significant proportion of the 
population use anyway. In the long-term, however, it is income generation 
programmes that may lead to substantial increase in use of WSM.
11.5 Reflections
This thesis was based on data generated by the 2004 CTMS, which was a 
quantitative, specifically a cross-sectional analytic, survey. By nature 
quantitative information shows the magnitude of certain phenomena, but does 
not provide any explanation of why the phenomena are the way they are. It 
would have been potentially more insightful if triangulation had been used.
It would have been better if the pilot work had not concentrated so much on the 
contextual meaning of the questionnaire and its translation into the local 
language. If an effort had been put in to administer the questionnaire to few 
people in the area and analysed the collected data before the actual data
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collection, then quite a number of the questions in the final questionnaire would 
have been excluded. For example, question numbers (1, 2, 14, 15, 16, 17, and 
69). Also, only the questions, which formed the items of the three scales, which 
were used to create the cultural beliefs variables, would have been included. 
This would have made the questionnaire shorter and simpler.
However, there were good aspects of the study too. For example, the careful 
negotiation of access into the field site community and addressing not only the 
bureaucratic access requirements, but importantly, navigating through culturally 
sensitive issues, such as paramount chief rivalry, are worth note. Also, the 
steps taken to avoid controversial persons as sponsors or interviewers, the 
effective use of sponsors, and the conducting of interviews on traditional resting 
days to minimize any inconvenience to respondents were important aspects of 
the method employed in the study. Further, the early recognition of the 
researcher of his potential outsider status, although he is a native of the area, 
which enabled him to carefully work himself back to be accepted as an insider, 
needs highlighting. Another commendation is the fact that the study obtained a 
large representative sample with a high response rate.
11.6 Road map for future research
Socio-economic variables emerged as the most important factors in influencing 
the use of WSM in rural Ghana and the combined effect of income and location 
of residence made them the two key variables which need attention in any 
policy which aims to promote the use of WSM in rural settings of the type 
covered by this research. It is therefore important to collect in-depth information 
on these variables to ascertain how in practice the lack of income and the 
location of distance combine to limit people’s access to WSM in these 
communities.
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Appendix C: 
Questionnaire - English Version
Wusu Amankwah Takyi MA, BSc, RMN (Research student)
Department of Sociology, University of Surrey, Guildford GU2 7HX, United 
Kingdom. Telephone: 01483876983
CHOICE OF TYPE OF MEDICINE SURVEY - 2004
ID  C o d e  001
Information sheet
The study is about factors that influence people when deciding which 
medicine to use in an event of illness. Please allow between 30-45 minutes 
interview time. You have every right to refuse participation and your refusal 
will not affect you in any way. However, your participation would be most 
appreciated. Any information you provide will be kept confidential and will be 
used solely for the purpose of this study.
The study is entirely for academic purposes. However, it is anticipated the 
findings can be used as a source of information on the district or to inform 
policy formulation.
INTERVIEWER
DATE OF INTERVIEW
TOWN/VILLAGE
NAME
STARTING TIME
FINISHIING TIME
INTERVIEWER SIGNATURE SUPERVISOR'S SIGNATURE
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Identity  n u m b e r  1 - 4
R ecord _  5
THIS SECTION ASKS ABOUT ISSUES OF CONCERN TO YOU WHEN DECIDING WHAT 
TYPE OF MEDICINE TO USE IN THE EVENT OF ILLNESS
_6 - 1 7
1. What types of issues are important to you in deciding what type of medicine to use?
_18 - 2 1
2. What are the four most important factors that influence your decision when choosing a type 
of medicine?
AVAILABILITY: THIS SECTION ASKS ABOUT THE VARIOUS SOURCES OF MEDICINE 
AVAILABLE TO YOU
_ 22
3. Have you been ill in the last six months? By illness, I mean being unwell either in your 
body or mind for you to require treatment of some kind.
Yes [ ] 1
No [ ] 2
If yes, go to question (7)
If no, go to question (4)
_  23
4. Has any member of your household been ill in the last six months?
Yes [ ] 1
No [ ] 2
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If yes, go to question (5)
If no, go to question (14)
_  24
5. What is your relationship to that person or the first person, if more than one person were
ill?
Husband or wife [ ]
Daughter or son [ ]
Brother or sister [ j
Grand parent [ ]
Grandchild [ ]
Uncle or Aunt [ ]
Other [ j
_  25
6. Which age group best describes that person’s age?
0 - 1 8  [ ]
1 8 - 2 5  [ ]
2 6 - 3 5  [ ]
3 6 - 4 5  [ ]
4 6 - 5 5  [ ]
5 6 - 6 5  [ ]
66+ [ ]
_  26 -  31
7. What type of illness did you (or that person) suffer? Describe the symptoms
_  32
8. How long did the illness prevent you (or that person) from performing your (his or her) 
everyday activities for example, going to work, school, farm or performing domestic chores, If 
under school going age, how long was he or she not able to do things he or she used to do 
before the illness?
1 -  3 days ] 1
4 - 7  days ] 2
8 - 1 1  days ] 3
12 - 1 4  days ] 4
1 4 - 2 8  days ] 5
29 -  72 days ] 6
Over 72days ]7
9. What type or types of medicine did you (or that person) use? Indicate which type or types 
were used 1 = Yes and 2 = No
Yes No
Hospital, ] 1
WSM peddlers [ ] 2
Herbalist, ] 3
TM peddlers, [ ] 4
Family known or voluntary supplied, TM remedies [ ] 5
33
34
35
36
37
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_ 43
10. W ere any of the types of medicine mentioned in response to question 7 used 
simultaneously?
Yes [ ] 1
No [ ]2
_ 44
11. If you answered No to question 10 then please (II) Specify the order in which the 
different types of medicine were used. Write 1 in front of the first , 2 in front of the second 
and so forth up to 5 for the fifth.
Family known or voluntary supplied, TM remedies [ ]
Hospital, [ ]
W SM peddlers [ ]
Herbalist, [ ]
TM peddlers, [ ]
_ 4 5 - 5 0
12. I f  you answered Yes to question 10, then please (II) What was or were your reason or 
reasons for using them simultaneously? ----------------------------------------------------------------------------------
_  51 - 55
13. I f  you answered No to questionW, then please (II). What was your reason or were 
reasons for using them in that sequence? --------------------------------------------------------------------------------
THIS SECTION ASKS YOU ABOUT YOUR ACCESS TO DIFFERENT TYPES OF 
MEDICINE
14. What is the distance in kilometre from here to the nearest
TM practitioner   _  56
Hospital   _  57
TM peddler   _  58
W SM  peddler   _  59
6 0 - 6 3
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15. How do you get to your nearest type of medicine, by (i) foot, (ii) vehicle (iii) bicycle
Foot Vehicle bicycle
1 2 3
a) TM practitioner
b) Hospital
c) TM peddler
d) W SM peddler
_64 - 67
16. How much time does it take to travel from here to each nearest site of these types of 
medicine, by (i) foot, (ii) vehicle (iii) bicycle
Foot Vehicle bicycle
1 2 3
a) TM practitioner
b) Hospital
c) TM peddler
d) WSM peddler
17. If you travel by a vehicle, how long do you usually have to wait before you get a vehicle to
transport you to the nearest
a) TM practitioner   _  68
b) Hospital   _  69
c) TM peddler   _  70
d) W SM peddler   _  71
_  72
18. How important is the distance you have to travel to a site of type of medicine in influencing 
your decision about what type of medicine to use?
Very Important [ ] 1
Important [ j 2
Not Very Important [ j 3
Not At All Important [ ] 4
Don’t Know [ ] 8
_ 7 3
19. How important is the time you have to take to get to the point of treatment in influencing 
your decision about what type of medicine to use?
Very Important [ ] 1
Important [ ] 2
Not Very Important [ ] 3
Not At All Important [ ] 1
Don’t Know [ j 4
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THIS SECTION ASKS ABOUT YOUR VIEWS ON DIFFERENT TYPES OF MEDICINE
To what extent do you agree with the following statements? Indicate your degree of 
agreement or disagreement with each by selecting from one of these five options: 0 = 
Strongly Disagree, 1 = Disagree, 2 = Undecided, 3 = Agree and 4 = Strongly Disagree.
-7 4
20. TM practitioners have effective treatments?
Strongly Agree Agree Undecided
4
[ ]
3 2
[ ] [ ]
21. It is only naïve and gullible people who go to TM practitioners.
Strongly Agree Agree Undecided
4
[ ]
22. There are many ‘quacks’ in TM practice.
Strongly Agree 
4
[ ]
3 2
[ ] [ ]
Agree Undecided 
3 2
[ l [ ]
23. Only hospital doctors are able to treat very serious illnesses.
Strongly Agree Agree Undecided
4
[ 1
3
[ )
2
[ ]
24. Hospital doctors have effective treatments
Strongly Agree Agree Undecided
4
[ ]
3
[ ]
2
[ ]
25. It is only the naïve who send every illness to the Hospital doctor.
Strongly Agree Agree Undecided
4
[ ]
3 2
[ I [ ]
Disagree Strongly Disagree
1
[ ]
0
[ ]
75
Disagree Strongly Disagree
1
[ I
0
[ ]
76
Disagree Strongly Disagree
1
[ ]
0
[ ]
77
Disagree Strongly Disagree
[ ]
0
[ ]
78
Disagree Strongly Disagree
1
[ ]
0
[ ]
79
Disagree Strongly Disagree
1
[ ]
0
[ ]
80
26. Hospital doctors are generally effective in the treatment of most illnesses.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4
[ ]
3 2
[ ] [ ]
1
[ ]
0
[ ]
Identity  n u m b e r  1 - 4
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R e c o rd _  5
THIS SECTION ASKS ABOUT WHAT YOU THINK ABOUT THOSE WHO PROVIDE 
HEALTH CARE
Jo
27 (a) Is there an attitude of providers of WSM that you would want improved? By attitude I 
mean the way those involved in the provision of this type of medicine, relate to you, how 
courteous or disrespectful they are to you when seeking treatment from them.
Yes [ ] 1
No [ ]2
_ 7 -  10
27 (b) Write down the response in fu ll (II) Please indicate the attitude or attitudes
_11
28 (a) Is there an attitude of providers of WSM that you would like maintained?
Yes [ ] 1
No [ ]2
_  12 - 1 5
28 (b) Write down the response in full (II) Please indicate the attitude or attitudes
_  16
29 (a) Is there an attitude of providers of TM that you would want improved?
Yes [ ]1
No [ ]2
_  17 -  20
29 (b) Write down the response in fu ll (11), Please indicate the attitude or attitudes
21
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30 (a) Is there an attitude of providers of TM that you would want maintained?
Yes [ ] 1
No [ ]2
_ 22 -  25
30 (b) Please indicate the attitude or attitudes
_ 26
31. Generally how would you describe the attitude of providers of W SM  Doctors, Nurses and 
Midwives?
Excellent 4
Very Good 3
Satisfactory 2
Poor 1
Very poor 0
_27
32. Generally how would you describe the attitude of providers of TM?
Excellent 4
Very Good 3
Satisfactory 2
Poor 1
Very poor 0
_ 28 -  31
33. To what extent does the attitude of healthcare providers influence your decision to use a 
particular tf type of medicine? With reference to their
Very Great Ext Great Ext Moderate Ext Small Ext No Ext
4 3 2 1 0
a) Respect □ □ □ □ □
b) Rudeness □ □ □ □ □
c) Indifference □ □ □ □ □
d) Dialect □ □ □ □ □
_ 32
34. How important is the attitude of health care providers in influencing your choice of type of 
medicine?
Very Important [ ] 4
Important [ ] 3
Not Very Important [ ] 2
Not At All Important [ ] 1
Don’t Know [ ] o
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TYPE OF ILLNESS
_ 33 -  37
35. To what extent does the type of illness influence your choice of type of medicine, for 
example, (describe according to ICD)
Very Great Ext Great Ext Moderate Ext Small Ext No Ext
4 3 2 1 0
a) Odema (Dje Kwadjo) ^ □ □ □ □
b) Malaria □ □ □ □ □
c) Poisoning □ □ □ □ □
d) Mental illness □ □ □ □ □
e) Boil □ □ □ □ □
_ 38 -  42
36. If you were inflicted by any of the illnesses below, what type of medicine are you most likely 
to choose (describe according to ICD)
W S M TM BOTH
1 2 3
a) Odema (Dje Kwadjo) □ □ □
b ) Poisoning □ □ □
c) Malaria □ □ □
d) Psychological illness □ □ □
e) Boil
□ □ □
THIS SECTION ASKS YOU ABOUT WHAT YOU THINK ABOUT ILLNESSESS _  43 -  48
37. People attribute the cause of illness to different things. Here are some suggested causes. 
Indicate your degree of agreement or disagreement with each by ticking one of these five 
options. The following does not cause illness.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4 3 2 1 0
a) Unfaithfulness to spouses [
b) Natural causes [
c) III fortune [
d) Supernatural cause [
e) Spell [
f) Ancestral inducement [
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THIS SECTION ASKS ABOUT WHAT YOU THINK ABOUT SOME TOPICAL ISSUES
People have different opinions about topical issues. Indicate the degree of your agreement or 
disagreement with each statement by selecting from on of these five options: 0 = Strongly 
disagree, 1 = Disagree, 2 = Undecided, 3 = Agree, and 4 = Strongly agree
49
38. Polygamy is bad for society
39. Three children, at most, is the ideal number of 
children that couples should have
40. Observing sacred days is a show of respect to 
the gods of the land and should be continued.
41. Abstention from food following the death of 
a relative is detrimental to the health of the 
living relative and should be relaxed
42. Only the naïve do not believe in the 
supernatural.
43. Libation pouring is a traditional practice 
bestowed upon us by our forefathers and
is never a waste of money or the drinks used.
44. Observing so-called sacred days is a waste 
of precious working days and should be 
discontinued.
45. Libation pouring is an outdated practice, which 
is a waste of money and the drinks used.
46. Only the naïve believe in the supernatural
47. Contemporary church wedding is more 
authentic than the performance of traditional 
marriage rites
48. You have to accept as many children as God 
will give you.
49. Abstention from food following the death of a 
relative is a demonstration of cultural values 
and should be continued.
i l l
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
[4  ] [ 3 ]  [ 2 ]
50
[ 0 ]
51
0]
52
0]
53
[ 0 ]
54
0]
[ 0
55
56
57
0]
58
[ 0 ]
59
0]
60
1 ] [ 0 ]
61
50. Performance of traditional marriage rites is 
more authentic than contemporary church 
wedding.
[4  ] [ 3 ]  [ 2 ]  [1  ] [ 0 ]
62
51. If you start to change things very much you usually make them worse.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4
[ ]
3 2
[ ] [ ] [ ]
0
[ I
52. Wisdom rests with older people.
Strongly Agree Agree Undecided
63
Disagree Strongly Disagree
4
[ ]
3 2
[ ] [ ]
1
[ ]
0
[ I
- 6 4
53. It is better to stick by what you have, than to try new things you do not usually know 
about.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4
[ ]
3 2
[ ] [ ]
1 0 
[ ] [ ]
_ 65
54. W e must respect the work of our forebears and not think we know better than they did.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4
[ ]
3 2
[ ] [ ]
1 0 
[ ] [ ]
_66
55. A person does not really have much wisdom until they are well along in years.
Strongly Agree Agree Undecided Disagree Strongly Disagree
4
[ ]
3 2
[ ] I ]
1 0 
[ ] [ ]
THIS SECTION ASKS ABOUT PEOPLE CLOSE TO YOU WHEN MAKING HEALTH CARE 
DECSIONS
_67
56. What degree of influence do you think people close to you have on your decisions when 
choosing a type of medicine?
Very Great influence 
Great influence 
Moderate Influence 
Small influence 
No influence
] 4 
] 3 
] 2 
] 1 
1 0
68
57. How important is the role of people close to you in influencing your choice of type of 
medicine?
Very Important ] 4
Important ] 3
Not Very Important ] 2
Not At All Important ] 1
Don’t Know ] o
273
_ 69 -  71
58. In what ways do they influence your decisions?
RELIGIOUS BELIEFS
_ 72
59. People have different beliefs and ways of worshiping God. How do you worship God? I 
Attend
Roman Catholic [ ] 1
Methodist Church [ ] 2
Anglican [ ] 3
Presbytarian [ ] 4
Seventh Day Adventist [ ] 5
Jehovah’s Witness [ ] 6
Pentecostal [ ] 7
Born Again Evangelical [ ] 8
Islam [ ] 9
Ancestral and Shrine worship [ ] 10
Oriental worship [ ] 11
None [ 112
_ 73
60. To what extent do your religious beliefs influence your choice of type of medicine?
Very Great extent [ ] 4
Great extent [ j 3
Moderate extent [ ] 2
Small extent [ ] 1
No extent [ ] 0
THIS SECTION ASKS ABOUT THE FINANCIAL COST INVOLVED IN HEALTH SEEKING
61. How much does it cost in fares to travel from here to your nearest
a) TM practitioner ----------------------------- - 7 4
b) Hospital ----------------------------- _75
c) TM peddler ----------------------------- - 7 6
d) WSM peddler ----------------------------- - 7 7
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_ 78 -  80
62. To what extent does the cost involved in seeking health care influence your choice of type 
of medicine with reference to
Very Great Ext Great Ext Moderate Ext Small Ext No Ext
4 3 2 1 0
a)
_ , . □ □ □ □ □
Consultation
b) Medicine D □ □ □ □
c) Transportation □ □ □ □ □
Identity  n u m b e r  1 - 4
Record _  5
_ 6
63. How important is the financial cost involved in a type of medicine in influencing your 
choice of type of medicine?
Very Important 
Important 
Some Importance 
Not At All Important 
Don’t Know
] 1 
] 2 
] 3 
] 4 
1 8
_  7
64. How important is the distance you have to travel to a site of medicine in influencing your 
choice of type of medicine?
Very Important [ ] 1
Important [ ] 2
Not Very Important [ j 3
Not At All Important [ ] 4
Don’t Know [ j 8
_8
64. How important is the role of people close to you in influencing your choice of type of 
medicine?
Very Important [ ] 1
Important [ ] 2
Not Very Important [ j 3
Not At All Important [ j 4
Don’t Know [ ] 8
_  9
66. How important is the role of type of illness in influencing your choice of type of medicine?
Very Important [ ] 1
Important [ j 2
Not Very Important [ j 3
Not At All Important [ ] 4
Don’t Know [ ] 8
J O
67. How important is the role of the severity of an illness in influencing your choice of type of 
medicine?
Very Important 
Important 
Not Very Important 
Not At All Important 
Don’t Know
] 1 
] 2 
] 3 
] 4 
1 8
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-1 1
68. How important are your religious beliefs in influencing your choice of type of medicine?
Very Important [ ] 1
Important [ ] 2
Not Very Important [ ] 3
Not At All Important [ ] 4
Don't Know [ ] 8
THIS SECTION ASKS YOU TO COMPARE THE ISSUES THAT ARE OF CONCERN TO YOU 
WHEN CHOOSING A TYPE OF MEDICINE TO EACH OTHER.
_  12 -  20
69. Here are some factors of varying importance to people when they are choosing a type of 
medicine to treat their illness. How important a consideration is each of these factors to you in 
choosing a type of medicine? Rate in order of importance by placing 1 beside the most 
important, 2 beside the next important, and 3 beside the next, and so forth
1 2 3 4 5 6 7 8 9
a) Type of illness □ □ □ □ □ □ □ □ □
(b) Social Network □ □ □ □ □ □ □ □ □
(c) Religious belief □ □ □ □ □ □ □ □ □
(d) Perceived Efficacy □ □ □ □ □ □ □ □ □
(e) Health beliefs □ □ □ □ □ □ □ □ □
(f) Financial Cost □ □ □ □ □ □ □ □ □
(g) Distance to medicine □ □ □ □ □ □ □ □ □
(h) Attitude of 'professionals' □ □ □ □ □ □ □ □ □
(i) Severity of illness □ □ □ □ □ □ □ □ □
DEMOGRAPHIC DETAILS
_ 21
70. Sex?
Male [ ] 1 
Female [ ] 2
_ 22
71. What is your tribe?
Akan [ ]1
Ewe [ ]2
Ga [ ] 3
Northern [ ] 4
23
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72. What is your marital status?
Single [ ] 1
Married [ ] 2
Separated / Divorced [ ] 3
Widowed [ ] 4
73. How many people are there in your household, including yourself and any children?
_  24
T o ta l--------------------------------------
_  25
b) How many are aged 21 and over? Adults------------------------------------
_  26 -  30
c) That means there is (are) —  under 21 in this 
household? Indicate the number in each age group.
1 6 - 2 0  years -----------------------
1 1 - 1 5  years -----------------------
5 - 1 0  years--------------------------
0 - 4  years --------------------------
_ 31
d) How many do you cook together with? To ta l--------------------------------------
_ 3 2
74. Which age group do you belong to?
1 8 - 2 5  [ ]1
2 6 - 3 5  [ ] 2
3 6 - 4 5  [ ] 3
4 6 - 5 5  [ ] 4
5 6 - 6 5  [ ] 5
66+ [ ] 6
33
] 1 
] 2 
] 3 
] 4
34
3 5 - 4 0
75. Indicate what your dwelling is made of
Mud /  Mud Bricks with Thatch roofing [
Mud / Mud Bricks cemented with Thatch roofing [
Mud / Mud Bricks cemented with Corrugated roofing [
Cement blocks /  Bricks with Corrugated roofing [
76. What is your tenancy status?
Rent [ ]1
Owner [ ] 2
Family house [ ] 3
Lodger [ ] 4
277
77. Tick as many of these items as you or your household posses.
Yes No
Radio
Tape Recorder 
Bicycle 
Refrigerator 
Television
Motor bicycle or Car 
None
41
78. Which of the following best describes your occupation?
Salaried [ ]1
Salesman /  Saleswoman [ ]2
Artisan [ ] 3
Farmer [ ]4
Student [ ]5
None [ ]0
79. Which of the following best describes your annual income in Cedis?
0 - 2 5 0 , 0 0 0 [ 1 ]
2 5 1 ,0 0 0 -5 0 0 ,0 0 0 [ 2 ]
5 0 1 ,0 0 0 -7 5 0 ,0 0 0 [ 3 ]
7 5 1 , 0 0 0 - 1 ,  000,000 [ 4 ]
1,001, 0 0 0 - 1 , 2 5 0 ,  000 [ 5 ]
1 , 2 5 1 , 0 0 0 -  1,500, 000 [ 6 ]
1,501, 000 - and above [ 7 ]
80. Which of the following best describes your level of education?
Primary School [
Middle or Junior Secondary School [
Senior Secondary School /  Technical,/ [
Commercial / vocational
Post Secondary / Polytechnic / Sixth Form [
Specialist or University [
None f
]1 
]2 
] 3
] 4
] 5
] 0
42
43
Thank you for your time and participation.
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INTERVIWER COMMENTS
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ILLNESS CONTEXT AND DESCRIPTION (ICD)
Odema: Dje Kwadwo: Kofi/Ama has a swollen abdomen, face, lips and feet He 
complains of general weakness and nagging pain. He has mouth ulcers and is unable 
to eat Three months before developing these symptoms Kofi/Ama was accused of 
steeling Madam Nyamekye’s gold-plated wristwatch.
All the extended family members, including Madam Nyamekye attended a funeral in 
their village. Kofi/Ama is a family member resident in the village and living in the 
extended family’s communal house, where Madam Nyamekye stayed for three days 
during the funeral. Madam Nyamekye strongly believes the wristwatch got lost in the 
extended family’s communal house. Kofi/Ama was suspected of stealing it, but he 
denied. Madam Nyamekye was very upset about loosing the watch. There is rumour 
going on in the village that Madam Nyamekye might have cursed Kof/Ama.
Poison: KofiAma is reported to have taken a substance believed to be DDT or a 
chemical for controlling mice. Three months before developing these symptoms 
Kofi/Ama was accused of steeling Madam Nyamekye’s gold-plated wristwatch.
All the extended family members, including Madam Nyamekye attended a funeral in 
their village. Kofi/Ama is a family member resident in the village and living in the 
extended family’s communal house, where Madam Nyamekye stayed for three days 
during the funeral. Madam Nyamekye strongly believes the wristwatch got lost in the 
extended family’s communal house. Kofi/Ama was suspected of stealing it, but he 
denied. Madam Nyamekye was very upset about loosing the watch. There is rumour 
going on in the village that Madam Nyamekye might have cursed Kof/Ama
Malaria: Kofi/Ama is complaining of raised temperature, mild headache, poor appetite, 
sweating, feels very weak and finds it extremely difficult getting out of bed in the 
morning. Three months before developing these symptoms Kofi/Ama was accused of 
steeling Madam Nyamekye’s gold-plated wristwatch.
All the extended family members, including Madam Nyamekye attended a funeral in 
their village. Kofi/Ama is a family member resident in the village and living in the 
extended family’s communal house, where Madam Nyamekye stayed for three days 
during the funeral. Madam Nyamekye strongly believes the wristwatch got lost in the
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extended family’s communal house. Kofi/Ama was suspected of stealing it, but he 
denied. Madam Nyamekye was very upset about loosing the watch. There is rumour 
going on in the village that Madam Nyamekye might have cursed Kof/Ama
Mental Illness: Kofi/Ama is mentally unwell. He finds it difficult to interact with others. 
He goes naked at times. He laughs inappropriately, talks to himself, he does strange 
things, does not think straight and he is disoriented in time and space. He has lost 
appetite and is unable to sleep. He is fast loosing weight. He is unable to perform his 
daily chores. He is suspicious of everybody around him including his close family 
members. Three months before developing these symptoms Kofi/Ama was accused of 
steeling Madam Nyamekye’s gold-plated wristwatch.
All the extended family members, including Madam Nyamekye attended a funeral in 
their village. Kofi/Ama is a family member resident in the village and living in the 
extended family’s communal house, where Madam Nyamekye stayed for three days 
during the funeral. Madam Nyamekye strongly believes the wristwatch got lost in the 
extended family’s communal house. Kofi/Ama was suspected of stealing it, but he 
denied. Madam Nyamekye was very upset about loosing the watch. There is rumour 
going on in the village that Madam Nyamekye might have cursed Kof/Ama
Boil: Kofi/Ama has a raised temperature for the past two days. At night he feels 
extreme pain on the middle finger of his left hand. He is unable to sleep. On the third 
morning he found the finger has swollen. The pain subsides during daytime. He does 
not remember injuring the finger. Three months before developing these symptoms 
Kofi/Ama was accused of steeling Madam Nyamekye’s gold-plated wristwatch.
All the extended family members, including Madam Nyamekye attended a funeral in 
their village. Kofi/Ama is a family member resident in the village and living in the 
extended family’s communal house, where Madam Nyamekye stayed for three days 
during the funeral. Madam Nyamekye strongly believes the wristwatch got lost in the 
extended family’s communal house. Kofi/Ama was suspected of stealing it, but he 
denied. Madam Nyamekye was very upset about loosing the watch. There is rumour 
going on in the village that Madam Nyamekye might have cursed Kof/Ama
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Appendix D: 
Questionnaire-Asante Twi Version
Wusu Amankwah Takyi MA, BSc, RMN (Research student)
Department of Sociology, University of Surrey, Guildford GU2 7HX, United Kingdom.
Telephone: 01483876983
FACTORS INVOLVED IN CHOOSING TYPE OF MEDICINE QUESTIONNAIRE
ID Code
001
Nsem a m ebsb isab isa  w o y i f a  nnoom a b i a w o de ko adw endw ene m u ansa  na  w o a fa  a d u rn  
here  a w o v a re  ho. M e s rs  wobere sima beye 30 ajiaa 45. Wowd  ehoo kwan ss wo mmoa m>d saa  
adesuadee y i ho a enkofa asem b ira  emmere wo. Nanso ebeye me anigye p i i  ss wobema me 
abisabisa wo. N ipa fo fo ro  b ia ra  n ibaab i a obehunu mmnae a wodebemama no ka  ad e su a  y i  
w u ra  ho.
Eye nw om asua  nko a a  n t i  nayebisabisa wo saa nsem y i  naaenso adesuade a ebefi'i saa nsem  
bisabisa y i mu aba no betumi aboa ama yenya mpotemha ho ne mpontuo ho nimdee.
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^Identity
number —  1-4 
Record _ 5
DFA YI, BISA WO NS8M FA NNOOMA BI A WODE KO ADWENDWENE MU 
ANSA NA WOAFA ADURU BER8 A WOYARE HO
_ 6 _ 1 7
1. Se wope wo yaree ano aduro a nnooma ahodoo ben na wode w ’adwene si so?
_ 18 _ 21
2. Nnooma ahodoo nnan ben na wohwe ho ansa na woayi ayaresa akwan ahodoo 
no mu bi?
283
NYA A WOTUMI NY A: DFA YEI MU NO, YCBCBISA WO NS8M AFA AKWAN
AHODOO A WONIM S8 WOB8TUMI AFA SO ANYA AYARESA HO.
_22
3. Abosome nsia a atwam no, woyareee?
Meka yaree a, merekyere se ehe na wonnte apo, wo nipadua anaa w ’adwene 
mu a nti wope ano aduro.
Aane [ ] 1
Dabi [ ] 2
4. Abosome nsia a atwam no, obi a wo ne no te anaa wo fipamni bi ayare?
23
Aane [ ] 1
Dabi [ ] 2
24
5. Se onipa baako na oyareee a, wo deen ne onipa a oyareee no? Se nnipa 
beboro baako na eyareee a, wo deen ne dee odii kan yareee no?
Kunu/yere
Dba baa/oba obarima 
Nua obaa/Nua barima 
Wo nana (wo nana) 
Sewaa/wofa/maame nua baa 
Afoforo bi
6. Mfee beye sen na saa onipa no adi?
25
18 -25
2 6 -3 5
3 6 -4 5  
4 6 -5 5  
56 — 65 
66 de reko
_ 26 _ 31
7. Yadee ben na ekyeree wo anaa saa onipa no? Kyerekyere sedee yaree no si 
tee anaa dee ne su tee?
284
_ 32
8. Beye nna dodo sen na esiane yadee no nti wo anaa (onii) no antumi anye ne 
daadaa adwuma se ebia, adwumako, sukuuko, afuomko na onuruu sukuuko so 
mpo a, nna beyo sen na yadee no diie nti a wantumi anyo nnooma bi a otaa 
yo?
Nna 1 -3 ] l
Nna 4 - 7 ] 2
Nna 8 - 1 1 ] 3
Nna 12 -  14 ] 4
Nna 1 5 -2 8 ] 5
Nna 29 -  72 3 6
Sboro nna 73 mpo 3 7
9. Ayaresa akwan hodoo no mu dee ewo he na wo anaa (onii) 
ayaresa.
Yes
Ayaresabea / Asopiti [ ]
Won a wode aborofo nnoro nante ton ho [ ]
Odunsinni [ ]
Won a wode abibiduro nante ton [ ]
Abibiduro a me fiduamfoo taa nom 
Anaa obi kyeree me [ ]
10. din se wofaa so pee wo yadee ano aduro no, bere koro mu na wofaa so woyee
ne nyinaa?
Aane [ ] 1 
Dabi [ ] 2
_44
11. Se mmuaee a wode maa wo asemmisa a etosodu no ye dabi a ennee (II) bobo
akwan hodoo a wofaa so no nnidisoo- nnidisoo.
Fa noma 1 hye dee edi kan no anim, 2 hye dee eto so mmienu anim kosi dee
eto so nnum no so.
Abibiduro a m ’abusuafoo nom/obi dekyee me 
Ayaresabea
Won a wode aborofonnuro nante ton 
Odunsinni
Won a wode abibinnuro nante ton
[ ] 
[ ] 
[ ] 
[ ] 
[ ]
no faa so de pee 
No
_33 
_34 
_35 
_36 
37
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_45 _ 50
12. Se mmuaee a wode maa wo asemmisa a eto so du no ye aane a ennee (II) 
Deen nti na wofaa saa kwan no so bere koro no ara mu?
_51 _ 55
13. Se mmuaee a wode maa wo asemmisa a eto so du ye dabi a ennee (II) Aden 
nti na wopee emu biara ho mmoa wo bere potee bi m u ?  ------- ------ ---------
DFA YEI BISA WO AKWAN HODOD A WOFA SO PE AYARESA AKWAN 
HODOO NO MU BI.
14. Borofokwansini beye sen na wode befiri ha a k o   a eben ha pa ara
ho.
Obi a oye abibiduro  — _56
Ayaresabea / Asopiti    _57
Obi a ode abibiduro nante ton ho .........................  _58
Obi a ode aborofoduro nante ton ho -----------  59
_60 _ 63
15. Kwan ben na wofa so ko beaee a eben pa ara a wonya aduro firi ho? Eye a
(i) wofa fam (ii) wofa kaa (iii) wotena basekere so.
Nantee Kaa Basekere
1 2 3
a. Obi a oye abibiduro I I I I I I
b. Ayaresabea / Asopiti 1 I  ^ I I ^
c. Obi a ode abibiduro nante ton  ^  ^  ^  ^ ^
d. Obi a ode aborofoduro nante ton ho. ' *  ^  ^ ' —*
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_64 _ 67
16. Se (i) wo nante (ii) wofa kaa (iii) anaa wode basekere ko pe ayaresa
ahoodoo a eben pa ara a edidi soo yi mu a, bers tenten sen na eye a edi.
1 2 3
a. Obi a oye abibiduro l l I I I l
b. Ayaresabea / Asopiti * E——1
c. Obi a ode abibiduro nante ton -^---- * * * *
d. Obi a ode aborofoduro nante kwan ho ton! * ' * * - ^
17. Se eho kohia se ese se wofa kaa ko ayaresa beaee ahodoo a eben pa ara a
edidi soo yi mu a, bere tenten sen na eye a wotwen ans a na woanya kaa?
a. Obi a oye abibiduro    _68
b. Ayaresabea / Asopiti    _69
c. Obi a ode abibiduro nante ton    _70
Obi a ode aborofoduro tena kwan ho ton ..........  _71
_72
18. Nti eye a kwantenten a, ese se wotwa de ko beaee bi a woye aduro no ye wo
asenhia a nti eboa ma woyi ayaresa akwanhodoo no mu dee ese se wope ho
mmoa?
Cye me asenhia pa ara [ ] 1
8ye me asenhia [ ] 2
Snye me asenhia papa [ ] 3
£nnye me asenhia koraa [ ] 4
Mennim [ ] 8
_73
19. Sen na mmere tenten a ese se wodii ans a na woaduru beaee a wobenya 
ayaresa no ho hi a wo?
Cye me asenhia pa ara [ ] 1
Cye me asenhia [ ] 2
Cnnye ne asenhia [ ] 3
Cnnye me asenhia koraa [ ] 4
Mennim [ ] 8
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SAA DFA Y I BISA WO NS0M FA AYARESA AKWAN AHODOO NO HO.
Sen na wogye adwenkyers ahodoo a edidi soo yi tom. Ss wonnye ntom koraa a = o, ss
wonnye ntom a = 1 Ss wonsii wadwene pi a =2, ss wogye tom a = 3 Snna ss wogye
tom pa ara nso a sys = 4
_74
20. Won a woys abibiduro no nnuroys nam.
Megye tom pa ara Megye tom Mensii m’adwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ ] [ 1 [ ] [ ]
- 75
21. Won a won adwene mu nno, na wokuta nkwadaa adwene, na okops ayaresa 
firi won a woye abibiduro duro ho.
Megye tom pa ara Megye tom Mensii m’adwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ ] [ ] [ ] [ ]
-76
22. Won a woye abibiduro no mu dodoo no ara ye nnaadaafoo.
Megye tom pa ara Megye tom Mensii m’adwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ 1 [ ] [ ] [ ] [ ]
23. Asopiti adokotafoo nkoa na etumi sa yadee emu eden
Megye tom pa ara Megye tom Mensii m’adwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ ] [ ] [ ] [ ]
24. Asopiti adokotafoo wo nnuro a ano ye nam pa ara.
Megye tom pa ara Megye tom Mensii m’adwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ 1 [ ] [ ] [ ]
-77
78
-79
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25. Won a won adwene sua na woko asopiti cbkota ho kope ayaresa.
Megye tom pa ara Megye tom Mensii madwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ ] [ ] [ ] [ ]
26. Asopiti adokotafoo no wo nyarewa dodoo no ara ano aduo.
Megye tom pa ara Megye tom Mensii madwene Mennye ntom Mennye
ntom koraa
4 3 2 1 0
[ ] [ ] [ ] [ ] [ ]
80
Identity number 1- 4
Record _ 5
SAA DFA YI BISA WO DE8 W’ADWENE Y£ WO WO ADUY8FOO HO (WON A WOYE 
APOMUDEN ADWUMAY8FOO)
_ 6
25. (a) Suban bi wo won a woye aborofonnuro ho a wobepe se wobesesa? (Se meka 
suban a na merekyere sedee won a woton nnuro no ne wo di nsawosoo, obuo a 
wode ma wo anaa nso aniammonho a woye bere a worepe won ho mmoa).
Aane [ ] 1
Dabi [ ] 2
_ 7 _ 10
27. (b) (Write down the response in full) Mepa wo kyew bobo suban no.
-11
26. (a) Suban bi wo won a woye aborofonnuro ho a wobepe se wobeto ako so?
Aane [ ] 1
Dabi [ ] 2
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_ 12 _ 15
28 (b) Mesre wo bobo suban no [Write down the response in full].
_16
27. (a) Suban bi wo won a woye abibiduro no ho a wobepe se wobesesa?
Aane [ ] 1 
Dabi [ ] 2
_ 17 -  20
29 (b) Mesre wo bobo suban no.
_ 21
28. (a) Suban bi wo won a woye abibiduro ho a wobepe se wobe to ako so?
Aane [ ] 1
Dabi [ ] 2
_ 22 - 25
30. (b) Mesre wo bobo suban no.
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_26
31. Nti won a woye adwuma wo asopiti tese (dokotafoo, neesefoo ne awogyefoo) 
suban te wo sen?
£ye ma eboro so [ ] 4
Bye pa ara [ ] 3
Bye [ ]2
Bnnye [ ] 1
Bnnye koraa [ ] 0
_27
32. Nti won a woye abibiduro suban te wo sen?
Bye ma eboro so [ ]4
Bye pa ara [ ] 3
Bye [ ]2
Bnnye [ ] 1
Bnnye koraa [ ]0
_ 28 - 31
33.Nti dee edidi soo yi mu dee ewo he na etumi boa wo ma wosi w ’adwene pi fa 
apomuden adwumayefoo ahodoo no mu dee wobepe ho mmoa ho.
£boa me Cboa me £boa me ho £boa £mmoa
pa ara kakra ne ho me
ketewa
bi
me
koraa
4 3 2 1 0
(a) Obuo □ □ □ □
(b) Dwaee 1— 1 □ □ □ □
(= ) ‘Bmmfa me ho’ suban 1 1 □ □ □ □
(d) Kasa a onii ka 1— 1 □ □ □ □
_32
34.Nti sen na ayaresa aboafoo suban ho hia wo ansi na woasi w ’adwene pi afa 
beaee a wobeko akope ayaresa ho?
Bhia me pa ara [ ] 4
Bhia me [ ] 3
Bnnhia me [ ] 2
Bnnhia me koraa [ ] 1
Mennim [ ] 0
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NYAREWA A H 0D 03
_ 33 - 37
35.Nti eye a yaresuo a ereha wo no boa ma wosi w ’adwne pi fa ayaresa ahodoo no 
mu dee wobepe mmoa afiri? MFATOHO NE SEDEE ICD KYERE YI.
(K w a sh io rko r)
Cboa me 
pa ara
4
Cboa me 
ka kra
3
Cboa me ho 
ne ho
2
Cboa
me
ketew a
b i
1
Cm m oa
me
ko raa
0
(a) Dje Kwadjo □ □ □ □ □
(b) Atiridii □ □ □ □ □
(c ) Se wanom awuduro '— * □ □ □ □
(d) Adwene mu yadee 1— 1 □ □ □ □
(e) Mpompo □ □ □ □ □
_ 38 - 42
36. Se yadee a edidi soo yi mu bi bo wo a, anka ehe na wobeko akope ayaresa? 
MFATO HO NE SEDEE ICD KYERE YI
Aborodofuro Abibiduro Ne mmienu nyinaa
1 2 3
(ci) Dje Kwadjo □ □ □
(b) Atiridii □ □ □
(c ) Se wanom awuduro □ □ □
(d) Adwene mu yadee □ □ □
(e ) Mpompo □ □ □
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SAA DFA YI BISA WO DE£ W ’ADWENE Y£ WO WO NYAREWA AHODOO HO.
_ 43 - 48
37. Adwene a nkorofoo wo wo kwan a yadee ahodoo fa so ba no dooso. Dee edidi soo 
yi ye akwanhodoo no mu bi. Kyere gye a wogye anaa gye a wonnye ntom, se 
deedidi soo yi mmfa yadee mmba
(a)
(b)
(c )
(d)
(e)
(f)
Megye tom 
pa ara
Nokoredie a 
£nni awaree mu
4
[ ]
Bfiri Nyame [ ]
Asiane/nkwanhyia [ ]
Abonsamfoo [ ]
Adutoo [ ]
Nnomee [ ]
Megye
tom
3
[ ]
[ ] 
[ ] 
[ ] 
[ ] 
[ ]
Mensii
m’adwene
Mennye Mennye 
ntom ntom 
koraa
1 0
SAA OFA YI BISABISA WO DEE W ’ADWENE YE WO WO NSEMTITIRE BI HO.
Adwene a omamfoo wo wo nsemtitire bi ho no gu ahodoo. Nsem ahodoo no bi na edidi 
soo yi. Kyere gye a wogye anaa gye a wonnye emu biara ntom.
Megye tom 
pa ara
38. Awaredodoo nnye mma oman [ ]
39. Ne korakora no nkwadaa [ ]
mmiensa na ese se awarefoo wo
40. Nnabone a woatu asi ho a yede [ ]
di afoofi no kyere obuo a yewo
ma nananom enni se yegyae
Megye
tom
3
[ ] 
[ ] 
[ ]
Mensii
m’adwene
2
[ ]
[ ] 
[ ]
_ 49
Mennye Mennye 
ntom ntom 
koraa
01
[ ] 
[ ] 
[ ]
[ ]
50
[ ]
51
[ ]
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£nye s s obi bskyene kom 
esiane ne ho nnipa bi a 
wawuo nti. Yei betumi aha [ ]
n ’apomuden.
Won a won adwene asua na 
wonnye sunsum mu nsem nni[ ]
Nsaguo ye amammere a yen 
nananom de gyaa yen. Cnnseef ] 
sika ne nsa.
Se yebetu nna bi asi ho se nna 
bone ye adagye seee yei [ ]
nti esese yegyae
Nsaguo ye atetedee a esee sika 
ne bere kwa nti ese se yegyae ye [ ]
Won a won adwene sua na 
wogya sunsum mu nsem die [ ]
Awaree mu no, Asore
ayeforo hyia di mu pa ara
sene se obi beko akoye efie [ ]
amamere
Nkwadaa dodoo biara a 
wobetumi awo no ennye [ ]
hwee
Se obi bekyene kom bere a ne ho 
nnipa bi awu no da amammere [ ]
adi, yei nti ese se yetoa so
Awaree mu no, efie amammere 
no di mu sene asore dan mu [ ]
ayeforohyia no.
62
51. Wotaa sesa-sesa nnooma a wosee no koraa.
52.
53.
54.
55.
Megye tom Megye
pa ara tom
Mensii Mennye Mennye
m’adwene ntom atom
4 
[ ]
3
[ ]
2 
[ ]
1
[ ]
koraa
0
[ ]
63
Won a wo any ini nko ara na wo wo Nyansa.
Megye tom Megye 
pa ara tom
Mensii Mennye Mennye
m’adwene ntom ntom
4 
[ ]
3
[ ]
2 
[ ]
1
[ ]
koraa
0
[ ]
_ 64
Bers biara ese se woso dee wowo mu saa ara sene se wobeka se worekoso 
biribi a wonnim yo ahwe.
Megye tom Megye
pa ara tom
Mensii Mennye Mennye
m’adwene ntom ntom
koraa
4 
[ ]
3
[ ]
2 
[ ]
1 0 
[ ] [ 1
_ 65
Snni se yeye menim-menim na mmom ese se yema yen ani so dee yen 
nananom de egya yen no.
Megye tom Megye Mensii
pa ara tom
Mennye Mennye 
m’adwene ntom ntom
koraa
4 
[ ]
3
[ ]
2 
[ ]
1 0 
[ ] [ ]
66
Sye se obi nyini pa ara ansa na wanya nyansa.
Megye tom Megye 
pa ara
4 
[ ]
tom
3
[ ]
Mensii Mennye Mennye
m’adwene ntom ntom
koraa
2 
[ ]
1 0 
[ ] [ ]
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SAA DFA YI, BISABISA WO NSBM FA WON A SF WORESI GYINAEF BI AFA 
W ’APOMUDEN HO A CYC A WOBCN WO.
_67
56. Deen tumi na wosusu se won a woben wo, wo wogyinaee a wosi wo 
w ’apomuden ho no mu.
Wowo tumi pa ara [ ] 4
Wowo tumi [ ] 3
Tumi Kakra [ ] 2
Tumi ketewa bi [ ] 1
Wonni tumi biara [ ] 0
_68
57. Adwene a eye a won a woben wo de ma wo bere a woresi gyinaee a efa 
w ’apomuden ho no hia wo pa ara?
Chia me pa ara [ ] 4
Chia me [ ] 3
Cnnhia me papa [ ] 2
Cnnhia me koraa [ ] 1
Mennim [ ] 0
_69-71
58. Adwene ben na wode ma wo fa wo gyinaee sie ho?
OSOM / GYIDIE AHODOO
_72
59. Dmamfoo wo gyidie ne okwan a wofa so som Nyame ahodoo pii.
Dsom ben na wowo mu? Mewo_______________
Roman kateloke mu [ ] 1
Metodis Asore mu [ ] 2
Anglecan asore mu [ ] 3
Baasere asore mu [ ] 4
Memeneda asore mu [ ] 5
Yehowa adansedini [ ] 6
Pentekostni [ ] 7
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Evangelicani / Asempatreni
Kramoni
Obosomsomni
Dee won nkyerekyee ne m ’adwene koro 
Menni emu biara mu
] 8 
] 9
] 10
] H 
] 12
_73
60. Sen na osom a wowo mu no nya tumi wo gyinaee a efa w ’apomuden ho no so?
£wo me so tumi pa ara 
£wo me so tumi 
£ye ho ne ho 
£ye kakra bi 
£nni me so tumi koraa
SAA DFA YI EISA WO NS0M FA £KA A WORD WD W ’APDMUDEN NS£M 
HO.
61.
62.
Sika sen na wosee wo kaa ho firi ha de ko
a) Obi a oye abibiduro
b) Ayaresabea / Asopiti
c) Obi a ode abibiduro nante ton
d) Obi a ode aborofoduro nante ton
a eben no ho.
_74
.75
16
77
78 - 80
Nti eye a wohwe sika dodoo a wobetua wo w ’apomuden ho ansa na woasi 
wadwene pi a fa __________ ho.
Mehwe ho Mehwe Mehwe ho Mehwe Menhwe
pa ara ho kakra ho ho
ketewa koraa
bi
4 3 2 1 0
a) Se wobeko akohunu 
Dokota [
b) Aduro potee a r
Wobefa
c) Sika a wobetua wo 
kaa ka ho ^
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_6
63. Nti eye a sika dodoo a wobetua wo w ’apomuden ho no di akotene pa ara wo 
ay ares a beaee potee bi a wobeko akope ho mmoa?
8di akotene pa ara [ ] 1
Sdi akotene [ ] 2
Snni akotene papa [ ] 3
Snni akotene koraa [ ] 4
Mennim [ ] 8
_7
64. Sen na kwan tenten a ese se wotwa ansa na woaduru beaee a wobenya 
ay ares a no hia wo wo aduro a wobefa ho?
Shia me pa ara [ ] 1
Shia me [ ] 2
Snnhia me [ ] 3
Snnhia me koraa [ ] 4
Mennim [ ] 8
_8
65. Nti eye a adwene a nnipa a woben wo de ma no wo tumi boa ma wosi 
w ’adwene pi fa ayaresabaee potee bi a wobeko akope ho mmoa ho?
Stumi boa pa ara ] 1
Stumi boa ] 2
Smmoa papa ] 3
Smmoa koraa ] 4
Mennim ] 8
_9
66. Nti eye a yadee potee bi a woyare no tumi boa ma wosi w’adwene pi fa ayaresa 
beaee a wobeko akope ho mmoa?
Stumi boa pa ara ] 1
Stumi boa ] 2
Smmoa papa ] 3
Smmoa koraa ] 4
Mennim ] 8
_10
67. Nti eye a yadee a ereha wo no ano den tumi boa ma wosi w ’adwene pi fa 
ayaresa beaee ahodoo no mu dee wobeko akope ho mmoa?
Stumi boa pa ara ] 1
Stumi boa ] 2
Smmoa papa ] 3
Smmoa koraa ] 4
Mennim ] 8
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68. Nti eye a esom a wowo mu no tumi boa ma wosi w ’adwene pi fa ayaresa beaee 
ahodoo no mu dee wobeko akope ho mmoa a?
Stumi boa pa ara ] 1
Stumi boa ] 2
Smmoa papa ] 3
Smmoa koraa ] 4
Mennim ] 8
DFA YEI BISA WO MA WODE NSEM AHODOO A EBOA WO MA WOSI 
W ADWENE PI FA AYARESABEA POTEE A WOBEPE EHO MMOA NO TOTO 
HO.
_12 -  20
69. Dee edidi soo yi ye nsem ahodoo bi a nnipa hwe ho ansa na woasi won adwene pi 
afa ayaresa beaee a wobeko akope eho mmoa. Nti dee edidi soo yi mu dee ewo 
he eho na hia wo a wobedi kan ahwe ho ansa na woasi w ’adwene pi afa beaee a 
wobeko akope ayaresa ho mmoa. Fa 1 hye dee eho hia no pa ara no anim, fa 2
hye dee edi so no anim nci fa 3 hye dee edi ho anim. Toa so saa ara.
1 2 3 4 5 6 7 8 9
a) Y aree koro □ □ □ □ □ □ □ □ □
b) Nnipa a woben wo □ □ □ □ □ □ □ □
Anaa won ne wo wo twaka
c) Osom a wowo mu □ □ □ □ □ □ □ □ □
d) Susu a wosusu se 
aduro no ye nam □ □ □ □ □ □ □ □ □
e) Gyidie a wowo wo 
apomuden ho □ □ □ □ □ □ □ □ □
f) Ska a wobebo wo ho □ □ □ □ □ □ □ □ □
g) Ben a woben beaee a 
wosa yadee ho □ □ □ □ □ □ □ □ □
h) Suban a beaee ho 
adwumayofoo da no 
adi
□ □ □ □ □ □ □ □
i) Yadee no ano den □ □ □ □ □ □ □ □ □
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W ’ASETENA MU NSEM HO NHWEHWEMU
21
70. Woys
Dbarima [ ] 1
Dbaa [ ] 2
22
71. Wofiri he?
Dkanni [ ] 1
Eweni [ ] 2
Nkranni [ ] 3
Pepeni [ ] 4
_23
72. Woaware?
Menwareee [ ] 1
Maware [ ] 2
Magyae awares/yen ntam ate [ ] 3
Me kunu/yere awu [ ] 4
73. Se wokan wo ne wo mma ka ho a nnipa dodoo sen na wowo wofiduamu?
Dodoo   —  _ 24
b) Won mu dodoo sen na wo adi mfee aduonu baako (21) anaa dee 
eboro saa?
............... ................. — - _ 25
_ 26 -  30
c) Yei kyere se nnipa dodoo -  na wonnii mfee aduonu baako wo fidua 
yi mu. Kyerekyere nnipa dodoo a wo adi mfee a edidi soo yi.
1 6 -2 0    ---------
11 -  15.......... ........ ................—-
5 - 1 0 ............ ............ ........ ..........
0 - 4     —
d) Won mu dodoo sen na wo ne won noa aduane bo mu?
Dodoo no —..........................................  31
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74. Woankasa woadi mfee beye sen?
1 8 -2 5 ] 1
2 6 -3 5 ] 2
3 6 -4 5 ] 3
4 6 -5 5 ] 4
56 -  65 ] 5
66 de reko ] 6
75. Deen na wode asi wo dan a wote mu no?
Nnotee/Nnotee berekese enna wode esere akuru [ ] 1
Nnotee/Nnotee berekese a wode semente afa ho na
wode esere akuru so. [ ] 2
Nnotee/nnotee berekese a wode semente afa ho na
Wode nkyesee abo so [ ] 3
Semente bloks/Berekese a wode nkyensee abo so [ ] 4
33
34
76.
77.
Baabi a wote no wo
hane? [ ] 1
wo ara wo dee? [ ] 2
eye abusua fie? [ ] 3
wote ho bere tiawa bi? [ ] 4
Dee edidi soo yi mu dee ewo he na ebi wo wo fiduam? 
Radio
Tape recorder
B as ekere/dedeponko
Firiigye
TV (kasa mfoni)
Moto/Kaa 
Menni emu biara bi
3 5 -4 0
Yes No
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78. Dee edidi soo yi mu dee ewo he na ene dwuma a wode saa soo?
79.
80.
Wogye akatua 
Woton adee?
Woye nsaanodwuma? 
Kuani?
Sukuuni?
Menye emu biara
] 1 
] 2 
] 3 
] 4 
] 5 
] 0
_42
Akatua a edidi soo yi mu dee ewo he na wogye no bosome biara/wogye 
akataa sen?
0 -  250, 000
251.000 - 500,000
501.000-750,000
751.000- 1,000,000
1.001.000-1,250,000
1.251.000-1,500,000
1.501.000 -  and above
1
2
3
4
5
6 
7
Woako sukuu aduru sen?
Mfitiasee Sukuu 
Mfimfini Sukuu (JSS)
Ntoasoo Sukuu (SSS/Technical) / Training College 
Nsaanodwuma Sukuu (Vocational/Canmercial Sch) 
Mewiee Ntoasoa Sukuu no matoa so ko Poly/Siith Form 
Osuapon 
Mennkoo bi
] 1 
] 2
] 3 
] 4 
] 5 
] 0
43
Meda wo ase bebree se woasee wo mmere de wo ho ahye saa dwumadie yi mu.
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IC D
Ahonhon (Dje Kwadwo): K o fi/A m a  o f  urn, nanim  ene nano ahono na ne nanase nyinaa nso 
ataatae. D n w in w i se nehonam nyinaa ye no hodwoo, ne ho nso ye no ya  papaapa, a fe i nso 
nanum aye kuro  ama wontum i nn id i.
Boseme mmensa ansana saa nyarewa y i  nyinaa ebeyi wonho a d i no, na won de ato K o fi/A m a  so 
se wono na ew iaa maame Nyamekye sika kokoo wookye no. Abusuafoo no nyinaa ekoo ayie wo 
won akuraa ase na maame Nyamekye nso ekoo ayei no bi. K o fi/A m a  ye abuuani aa ote abusuafi 
wo akuraa no ase. Abusuafie  ho na maame Nyamekye e Nyamekye ko d i i  nansa ede yee ayie no. 
Maam e Nyamekye gyedi y ie  paa  se ne sika kokoo wookye no yeraa  abusuafie ho na K o fi/A m a  na 
aw ia, nanso K o fi/A m a  nnyentum. M aam e Nyamekye an i breeye paa  se wookye no ayera. Cyee 
huhuhu wo akuraa no ase se maame Nyamekye na ebia wabo K o fi/A m a  dua.
Aduro bone: Wokyere se K o fi/A m a  anom aduro b i a won gyedi se ebeye aduro a yede kum akate  
(D D T ) anna nkura aduro.
Boseme mmensa ansana saa nyarewa y i  nyinaa ebeyi wonho ad i no, na won de ato K o fi/A m a  so 
se wono na ew iaa maame Nyamekye sika kokoo wookye no. Abusuafoo no nyinaa ekoo ayie wo 
won akuraa ase na maame Nyamekye nso ekoo ayei no bi. K o fi/A m a  ye abuuani aa ote abusua fi 
wo akuraa no ase. Abusuafie  ho na maame Nyamekye e Nyamekye ko d i i  nansa ede yee ayie  no. 
M aam e Nyamekye gyedi y ie  paa  se ne sika kokoo wookye no yeraa  abusuafie ho na K o fi/A m a  na 
aw ia, nanso K o fi/A m a  nnyentum. Maam e Nyamekye an i breeye paa  se wookye no ayera. Cyee 
huhuhu wo akuraa no ase se maame Nyamekye na ebia wabo K o fi/A m a  dua.
Asra/Cbunu: K o fi/A m a  nweinw ei se eduru anopa ne ho tum i do na neho nso ete n fifre , na ne t i r i  
nso pae no, nanum ato n ti ontum i n id i, neho yeno hodwoo na a fe i eye no den y ie  se obesore a fr i  
mpam.
Boseme mmensa ansana saa nyarewa y i  nyinaa ebeyi wonho a d i no, na won de ato K o fi/A m a  so 
se wono na ew iaa maame Nyamekye sika kokoo wookye no. Abusuafoo no nyinaa ekoo ayie  wo 
won akuraa ase na maame Nyamekye nso ekoo ayei no bi. K o fi/A m a  ye abuuani aa ote abusua fi
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wo akuraa no ase. Abusuafie  ho na maame Nyamekye e Nyamekye ko d i i  nansa ede yee ayie no. 
Maam e Nyamekye gyedi y ie  paa  se ne sika kokoo wookye no yeraa abusuafie ho na K o fi/A m a  na 
awia, nanso K o fi/A m a  nnyentum. M aam e Nyamekye an i breeye paa  se wookye no ayera. Cyee 
huhuhu wo akuraa no ase se maame Nyamekye na ebia wabo K o fi/A m a  dua.
Adwenemuka: K o fi/A m a  adwene m u aye sedee eka no. Cma eye no den se obeka neho ako n ipa  
mu. Cto dab ia  odwa neho kwataa, na o tum i sresre basaabasaa, okasakasa kyere on a ra  neho, oye 
eneyee b ia  nyansa b ira  ennimuu. A fie  nso eto da wobekasa dee onnim  b ia  ko a wowo anaa ebere 
ko a abo, won nntum i nna na fo n  a ra  na wore fon, mpo won nntum i nye efie aduma oye no dab ia  
na ogyedi se ob i pese oye no b iib i, mpo won a nanka odo won ka ho.
Boseme mmensa ansana saa nyarewa y i  nyinaa ebeyi wonho a d i no, na won de ato K o fi/A m a  so 
se wono na ew iaa maame Nyamekye sika kokoo wookye no. Abusuafoo no nyinaa ekoo ayie  wo 
won akuraa ase na maame Nyamekye nso ekoo ayei no bi. K o fi/A m a  ye abuuan i aa ote abusuafi 
wo akuraa no ase. Abusuafie  ho na maame Nyamekye e Nyamekye ko d i i  nansa ede yee ayie  no. 
M aam e Nyamekye gyedi y ie  paa  se ne sika kokoo wookye no yeraa  abusuafie ho na K o fi/A m a  na 
aw ia, nanso K o fi/A m a  nnyentum. Maame Nyamekye an i breeye paa  se wookye no ayera. Cyee 
huhuhu wo akuraa no ase se maame Nyamekye na ebia wabo K o fi/A m a  dua.
MpompD: Cbeye naanu a atwam no K o fi/A m a eho aye sheshesheeshe. Cduru anadwo a na ne 
nsateaa a ewo m fen ifen ii a wo ne nsa benkum so no tum i ye no ye y ie  na won nn tum i nna. Ne 
nansasoo anopa no ohunuu se ne nsa teaa no ahon. Cduru anopa na ne ya  no so ate kakra. Won 
nkae nso se w ap ira  wo ne nsa so.
Boseme mmensa ansana saa nyarewa y i nyinaa ebeyi wonho a d i no, na won de ato K o fi/A m a  so 
se wono na ewiaa maame Nyamekye sika kokoo wookye no. Abusuafoo no nyinaa ekoo ayie wo 
won akuraa ase na maame Nyamekye nso ekoo ayei no bi. K o fi/A m a  ye abuuani aa ote abusuafi 
wo akuraa no ase. Abusuafie  ho na maame Nyamekye Nyamekye ko d i i  nansa ede yee ayie  no. 
Maam e Nyamekye gyedi y ie  paa  se ne sika kokoo wookye no yeraa  abusuafie ho na K o fi/A m a  na 
aw ia, nanso K o fi/A m a  nnyentum. Maam e Nyamekye an i breeye paa  se wookye no ayera. Cyee 
huhuhu wo akuraa no ase se maame Nyamekye na ebia wabo K o fi/A m a  dua.
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Appendix E:
Ethical Clearance Document: item one - UniS
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
University School of
of Surrey Hum an
_ .... . Sciences
D e p a rtm e n t of 
S o cio lo g y
8 July
Telephone :
+44 (0)1483 689365 
Facsimile
^ Â l ° ) 1 4 8 3 689551 ,
Dear Sir/Madam
:OR ETHICAL APPROVAL
ural influences on choice of alternative versus 
e or Western Style Medicine in Ghana”
ntroduce myself and formally request fo r an ethical
)posed study detailed in the attached proposal.
Amankwah Takyi. I am an Economic and Social Research 
(, PhD studentship award holder at the University of Surrey 
iom. I am the sole and principal researcher of the topic in
rvisor is Professor Sara Arber, the head of the School of
5 for the data collection are August 2003 to October 2003 
(• to July 2004 for the pilot and main study respectively.
ble response.
t TAKYI -  PhD Research Student (MA, SSc, Dip, RMN).
Appendix F: ,
Ethical Clearance DocumentTTtem two! j  K l  I
University  
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
an
School of
Human
Sciences
D ep artm en t of 
Sociology
8
Telephone
+44 (0)1483 689365 
Facsimile
J u M f 483 689551 ;
Dear Sir/Madam
RE: NOTIFICATION OF AUTHORITIES IN THE DISTRICT
My name is Wusu Amankwah Takyi, a research student from the University 
of Surrey in the United Kingdom. I am writing to inform you of a research 
being, undertaken in .this district from August 2003 to October 2003 and 
February 2004 to July 2004. You would be notified of the specific towns and 
villages that would be selected and provided with the list of names and 
photographs of the trained interviewers.
Ten trained interviewers and myself will interview residents in these selected 
towns and villages within these periods.
The interviews and survey questionnaire are about a project that aims. to J 
explore th e . factors. that influence people when they choose between 
Traditional Medicine and bio-medicine (Western Style Medicine).
All the trained interviewers and myself would be carrying photo identification.
Please would you keep this information on your file in case, any member of 
the public wishes to confirm the authenticity of this project or seek to validate 
the genuineness of the interviewers or myself,
If you would J ike any further information please feel free to contact me Wusu 
Amankwah; Takyi (locally known as KWASI TAKYI) at Nsuta Kyebi or 6/o
Ashanti.
Yours sincerely ;
r 7  .v. . * 1 ■ • •
WUSU AMANKWAH TAKYI -  PhD Research Student (MA, BSc, Dip, RMN).
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Appendix G:
Ethical Clearance Document: item three
EXECUTIVE SUMMARY
TITLE: “Socio-cultural influences on choice of alternative versus 
biomedicine or Western Style Medicine in Ghana”
BACKGROUND
This study examines Traditional Medicine (TM) in Ghana. Non-biomedical forms of treatment 
have attracted national and international interest in recent years in both developed and 
developing countries. The coexistence of the various non-biomedical forms of treatment and 
biomedical forms of treatment or Western Style Medicine (WSM) has been termed medical 
pluralism. In the context of medical pluralism, when people or their significant relatives fall ill, 
they inevitably have to decide what type of medicine to use. This involves making a choice 
between the types of medicine available to them, thus choosing between TM and WSM. On 
the face of it, making such a choice is a simple individual decision. However, this apparent 
simple choice is bisected with historical, economic, cultural, beliefs and political influences.
It is the factors that influence people’s choice making and the relative importance of each 
implicated factor which forms the focus of this study. The questions of interest therefore, are
• What are the factors that influence people when deciding on which type of 
medicine to use?
• What is the relative importance of each factor to other factors?
• How does structural Marxist theory explain the factors that influence people’s 
choices?
Working hypothesis
The working hypothesis is that, contrary to the assertion, implicit in most of the literature that 
beliefs are the main influence on people’s choice, people’s material conditions, specifically 
their socio-economic status is the main influence, and that this can be systematically 
explained by structural Marxist theory, y
To answer these questions, Cant and Sharma’s (1999) definition of medical pluralism, which 
provides an analytic scope for exploring the context within which individuals choose from the 
types of medicine available, is used as a guide throughout the study. According to them 
medical pluralism is characterised by a context where “different kinds of healing systems exist 
alongside each other and interact with each other, also, the ways in which sick people and 
their kin make decisions about what kind of healer to use ... the “consumer1' chooses among 
forms of healing that do not have equal prestige and accessibility. Healers defer in the degree 
of credibility and esteem they can command, and even though biomedicine is weakly 
developed in many countries in the South, it still bears an authority and prestige derived from 
various sources, not least its international dimension, its relationship with the state, its 
perceived success in controlling certain life threatening conditions through modern drugs and 
technology” (Cant and Charma 1999: 4).
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To use a quantitative methodology in a rural context to ascertain the factors that influence 
people when choosing between TM  and W SM  and gain understanding of the relative 
importance of factors responsible for influencing people’s choice making, in order to inform 
health policy makers of relevant factors they need to consider to make policies that reflect the 
concerns of rural people.
Objectives -T o provide:
• Statistical information on people’s health seeking behaviour
• Statistical information on factors that influence people’ choice making between 
TM and WSM
• A theoretical explanation of the factors responsible for influencing people’s 
choices
Methodology
The study employs interviewer-administered survey supplemented by semi-structured 
interviews during the pilot phase of data collection. The site of field- work is the Sekyere 
West district of Ashanti region. Four towns and three neighbouring villages of each of the 
four towns would be selected. A  sample of 150 persons from each, and 40 persons from each 
of the 12 villages in all, totalling (40 X  150) + (3 X  4 X  40) = 1080, would be selected for 45  
minutes interviews. Some local teachers or university students would be employed and 
trained to help with the data collection.
Ethical Consideration
There are no critical ethical issues involved other than the need to seek proper consent from , 
subjects and assure them anonymity and confidentiality of the data collected. Also, there is 
the need to observe ethical guidelines of the British Sociological Association and those in 
force in Ghana.
Time- table
October 2001 Start of Course
August -  Oct 2003 Pilot (Ghana)
January -July 20004 Main data collection (Ghana)
September - 2005 Completion of Course
Researcher: Wusu Amankwah Takyi University of Surrey, Guildford GU2 7XH, UK 
Supervisor: Professor Sarah Arber University of Surrey, Guildford GU2 7XH, UK
CURRICULUM VITAE
Name Wusu Amankwah Takyi
Address 54 Whitgift House
61 Westbridge Road 
Battersea 
SW11 37 J
Colleae/lnstitution Date attended
University of Surrey 
Guildford GU2 7XH 2001 -  date
Kingston University
Kingston Upon Themes 1997 -  1999
Brunei University
Uxbridge, Middlessex 1996 -1 9 9 7  
UB8 3PH, UK
University of Surrey 
Roehampton, London 
SW155PU
RTEC 240 -  250 
Ferndale Rd, Brixton 
SW12 2BB
Open University
Nsutaman Catholic 
Secondary Box 49 
Nsuta Ashanti -  
Ghana
Employment History
1 9 9 9 -2 0 0 1
1 9 9 4 -1 9 9 8
1 9 9 3 -1 9 9 6
1 9 9 2 -1 9 9 3
1 9 9 2 -1 9 9 3
1 9 7 6 -1 9 8 1
Date of birth 
Nationality
Telephone 
Qualification
Candidate PhD
Diploma
Masters Degree
Bsc. Degree
City & Guilds
D103 Foundation 
GCSE “O” level
27 March 1960 
Ghanaian
0207 8019187 
Subject
Sociology
Health Care
Social Policy 
& Admin
Public Admin/ 
Applied Comp 
& Info Systems
Diploma (IT)
Social Science
English, Maths 
Geog, French 
Agric, Econs
South London & Maundsley NHS 
Trust, 108 Landor Road, SW 9 9NT
Africa Cultural Promotions 
Justin Plaza 3Grosvenor 
Suite, 341 London Road 
Mitcham Surrey CR4 4BE
Senior Nurse: Nursing, 
teaching and admin duties
Editorial Support team 
member and seminar 
speaker
1 9 9 2 -1 9 9 6
1 9 8 7 -1 9 8 9
Interests:
Ghana Refugee Welfare 
Goup, 5 Westminister 
Bridge Rd, SE1 7SW
Bureau of National Investigation 
P O Box 4338, Accra Ghana
Voluntary Administrative 
support work
Investigator
Sports, Current Affairs and religious issues 
Referees
1. Professor Sara Arber, University of Surrey, Guildford GU2 7XH, UK
2. Dr. Ulla Gustafsson, University of Surrey, Roehampton, SW 15 5PU, UK
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Appendix H
INTERVIEW TRAINING MANUAL ADOPTED FROM PO UT AND HUNGLER (1996: 266)
I. Introduction
A. Background and Purpose of the study
B. The Research Organiser
C. Ethical Issues -  No harm, respect, privacy, confidentiality, Undue pressure etc.
II. Initial Study Procedure
A. Tracing and Locating Respondents
B. Initial Contact with Respondents and Arranging Appointment
C. Answering Respondents’ Questions
D. Privacy and the Research Setting
E. Avoiding Refusal and Non-response
F. Informed consent
III. The role the of Interviewer
A. Establishing an Appropriate interviewing Relationship
B. Knowing the Interview
C. Avoiding Bias
D. Obtaining Full Response
E. Recording information
F. Techniques of personal interviewing -  13 point list to focus on (De Vaus 1996: 115 
-1 1 6 )
IV. Instructions for conducting the Study Interview
A. Guide to use the Study Instrument
B. Conventions and Abbreviations used in the Instruments
C. Question-by-Question Specification
D. Concluding the Interview
V. Administrative Forms and Procedures
A. Obtaining Interviewing Assignments
B. Pledge of Confidentiality
C. Editing Completed interviews
D. Submitting Completed Interviews to the Principal Researcher
E. Errors and Missing Information
F. Time Forms and Payment
VI. Interview centred issues
A. Interviewer Appearance
B. Influence of Other
C. Interviewer Honesty Interviewer Honesty
D. Opportunity of Interviewee to consult 
Appendices: Data Collection and Administrative Forms
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continued  fr o m  fro n tp a g e .
ought to be scrutinised in the presence 
the owner .or any one assigned to post
As cagey as eyfir, the source disclosed 
t i f  there had been any arrest, then it 
s based on the routine, checks and 
utiny o f all parcels addressed to go 
side the country. ; .;. .  ; ,
Despite the evasive answers provided ; 
the GÈPS official, The Independent 
id out from other .sources at the GP 
the matter was reported to the Nima 
ce Station in'Accra where the suspect 
been placed in custody pending 
stigations. ■
\ t  the Divisional Office o f the Nima 
ce Station, The Independent was 
rmed that, the m atter has been 
ferred to the Regional Office because 
criminal connotations, . . . .
'he Crime Officer at the Nima Police 
rmed, “ there had been a case like that”
f r a u d
but said, “ for now I  can’ t tell you anything 
because investigations are ongoing” . He 
said due to the delicate nature o f the case' 
it  was incumbent upon them to take a 
c r it ica l view, and assessment o f  the 
'  situation. -
“ As far as I am concerned,”  the officer ' 
said, . ..after one election, when no issues 
. are raised on the conduct o f the said ■ 
elections, it  is deemed that the voters 
register used for that particular election 
/becom e • irre le va n t fo r  successive 
elections." .
■ Based on that presumption, the Crime 
Officer took the view that the'Police ought 
to be given the chance to establish the real ' 
motive behind the actions o f Joe Ow'usu, 
the suspect and the Assemblyman for the 
Bimah Electoral Area, who he alleged had 
sent him.
The O ffic e r  h inted that, if: was 
imperative upon the police to -establish 
whether any political party or a politician 
was behind the act.
W orkers o f the Textile M anufacturing 
Com panies (T M C ) in  Ghana have 
appealed to  President John Agyekum 
K u fu o r  to in tervene as a m a tte r o f 
urgency to f in d  alastin'gjsplùtion to the 
grow ing menace o f  dum ping smuggled 
wax prints onto the Ghanaian market.
They maintain th a tif  immediate steps 
• ard not taken to save the situdtion the local 
textile industry w ill collapse,'they say,
could k ill the industry i f  immediate steps 
are not taken to halt the trend.
A  pe tition  signed by the loca l 
representatives o f  workers o f  the fourmain 
u p  prints makers said, “ these negative 
practices were appropriately captured in 
the 2002 budget statement presented to 
Parliament to the effect that the state lost
f o u t  300 b illio n  in .revenue due to 
, • - | i  - • smuggling o f textiles into the country.”  .,
F r a u d  i n  a l l o c a t i o n
.to people, who- this paper found out-, were 
in desperate need to access the stalls, but 
were warded o f f  In itia lly  because they
.p e r  members o f  thé group' before they 
xyere allocated-the stalls
could not stand the modus oper.andiô î the 
■ syndicate.
This paper confirmed from some 
traders at the Madina Market that the 
syndicate; w h ich  includes a M a lian , 
conspires w ith relations, friends and other 
associates who the syndicate encourage to 
use their pictures for the processing o f
Other members o f the syndicate, The 
Independen t  established, are A lh a ji
ikailla, the Malian; Inusah Husseni, and 
Joseph Attugm
:j | - I n  an in te rv ie w  w ith  th is paper, 
Tjjdmas Owusu admitted that they have 
been at the. forefront o f the allocation but 
ddnied any wrongdoing by himself and the 
other accused. “ We don’ t take those 
pprb itan t amounts from traders. They pay
©rliea nee<fs $7,000
continued;from  fr o n tp a g e  ' l77^ '----------  ---------------
ated that her daughter’ s case 
ned when in a bid to save her the 
Prednisoline, F litc loxac illiii and 
amycm  were- prescribed and 
listered for over six years by a 
d doctor at KorleBu (name witheld) 
: calls by other doctors for the child 
îken o ff the drugs. .
;e to the continuous use o f the drug 
loctor,Portia, whose condition was 
d when she was only Jyears has had 
er for over 9 years during which 
she has been taken to over 15 prayer >
s is against the background that ' 
doctors and even men o f God 
j  Portia s situation as hopeless and 
r just few months to live, 
lowing the advice o f à German', 
riend. Dr. Lintrud Jones Kissiedu, 
rô b io tic  D o c to r at ~Tema, 
stering o f  the main drug 
oline, which was blocking her 
and thus bringing about urine 
i, swellings and boils all over body 
iped in July 2001. 
daring step by Madam Lydia 
i, form erly an Adm inistrative 
y o f a courier company, PNA 
Courier who had to resign from 
n September 2000 and sell two 
i Alpha Romeo and taxi .(Opel 
3 cater for daughter.has paid off. 
dit!on o f Portia, whose father 
e bucket on 9?'October 1999, 
ved, thanks to one Doctor Ernest ' 
o f  Lo rd  ‘J ’ Homeopathic 
es Ltd., a private clinic in Accra.
„ r - — o ^  «“ tu m i  t , m eypav
the Medina M a r k e t . O n c r ^ Z h J  Q S
m s m :m s s = ,
the.mercy o f the extortionists confirmed ' f i j  Our investigations have established
Giving statistics to support their 
the letter added, “ the production oft, 
dropped from  130 m illion, meters • 
meters per annum and consequent! 
labour force in the textile industry 
dropped from 25,000 to about 4000.
“Furthermore,”  the letter added, 
latest threat by the textile manufacti 
to relocate to other countries c< 
- defin itely lead to massive.unemployr 
. 4 nd in  the end w e  w i l l  su ffe r 
. conséquences.”  ■..
The representatives o f. T M C  \ 
signed the petition are workers, in 
Ghana Textile Manufacturing' Comp 
■> (G TM C), Akosom bd T extile  L i m i 
(À T L ), Prin tex and Juapong Tex I 
Limited (JTP). The petition added that 
Textile Garment and Leather Employ 
Union (TGLEU) is a stakeholder in l, 
matter, and, all five  are committed 
finding a lasting solution to the.problëi 
Accord ing to the petition sevéi 
workshops have been held on the matt, 
the last one at the headquarters o f  ti 
Custom's Excise and Preventive Servie 
(CEPS) but to no avail. '
... The recommendations made at the: 
workshops, the petition' said, include, 
reduction o f import duty on cotton, yar 
and other raw materials only required f  
the p roduction  o f  te x ti le  p rin ts , £ 
im m ediate tem pora ry r e s tr ic t io n ^
Quashigah 
raises tally
Portia A ffigya , she  needs im m ediate  
help
The doctor has begun “Detoxification ” 
o f the child from the drug, which .process 
began in earnest on October 9 2003 and is 
still ongoing at Portia’ s residence in view 
o f her very serious condition.
Having already spent an amount o f 
p25 m illion on her daughter, Ms. Lydia 
Ampadu.is appealling for assistance to go- 
through. the entire detoxification process 
which is going to involve an amount o f 
USS 7,000.
People touched by Portia’s plight and 
are w illing  to donate various sums can 
contact Lyd ia  Ampadu on telephone 
0208154516.
con tinued  fr o m  f r o n t  page  
most times.
A lthough , his c loses t' r iv a l,  
Cardinal Kojo Appiah Turkson only 
managed four votes to take his total 
votes to SO, he still occupies the second 
position. -
M inority Leader, Alban Bagbin, is 
still at the third position w ith 56 votes. 
He added some four votes to his 52 
votes which appeared in our last 
edition.
Although the M inority Leader was 
considered the best outsider, his 
chances have dim m ed as. the 
competition progresses.
197S African Footballer o f the Year 
and the head coach o f Kumasi Asante 
Kotoko, Football Club, Golden Boy, 
Abdul Razak, is also fading but in the 
competition. .
- The Kotoko coach gave an impression 
that he was shaking o ff from the slumber, 
but his popularity has surprisingly waned 
as at the time o f going to press last Friday 
Razak has scored nothingthus leaving his 
tally still at 21. >'
The, President o f  the Ghana 
Journalists Association, (GJA), Ms. 
Ajoa Y eboah-Afari, is s till at the fifth
position with 1 8  votes
tefed some o rig iria llD  m s ' lS â  m d
rtures and names o f Alhassah Yakubu 
Stall No. 16; Musah Jones o f Stall No, 
Christian Atiemo o f Stall No. (§, and 
.. d iaAm oani o f Stall No. 15. He then 
I , # d  to them within the range o f figures
■ M  Joseph, A lugu also sold stalls to 
^ c h a e l Awayal, Stall No. 66; Kweku 
# a n te .  S;all.N6^@ppsomTawiah, Stall 
96i whilst Inusah Hussein! also sold 
.some stalls to Iddrisu Fuseini, Stall No. 
|7 | ,  and; Gertrude Okwei, Stall No. g. .
J  j| Thomas Owusu on the other hand sold 
■ mp stalls on his list to Margaret Ablorh, 
stpll N o.27; A b iga il Sowah,. No. 47; 
Comfort Affu l, No. 84; Catherine Owusu, 
.# .5 0 ;  Elizabeth Mensah, No. 64, and- 
.jrelicia Tetteh, No. 65.
I J . T h e  IndePe,’dF ,t  found out that the 
imate ,ie the syndicate.used to con vince . 
•the traders was that some stall owners who 
vjerp no more interested in their allocations ' 
intend giving up their stalls for a fee o f " 
pamillion. " •
! ; Some benefactors o f the illegal stall 
allocations, The Independent d iscovered,
■ threatened victims that they cither play 
ajpng with the syndicate by pa'ying.the p5 
mjlhon or'forget about the allocation.... ■
H I  A fter they had agreed to the deal, the 
abdicate then requested for pictures ofthe 
ndw stall owners substituted them for the 
pictures o f the ‘ghosts’ . After thorough 
^examination, we found that the altered IDs, 
prtiike the original ones, did not have the 
ip fflç ia ! stamp o f the Oa North District. 
[Assembly. -  . .
Ghana- .....
/  0^rrecqmmendati5%gaa%i
the petition, are, ensuring that i.mportatio 
o fa ll textile goods pass through designate 
and approved entry points as, the airpon 
and seaport in Tema or Takoradj and in : 
;■ 20-footer containers, The petition als< 
■ advocated» for. spec ia l éxemptibifs'/o'i 
reductions on" t a r i f f  to lo ca l textile  
manufacturers.
„  • “ Your Excellency”  the petition reads, 
“ we are sure in our conviction that your 
favourable proclamation o f a Golden Age 
ofBusiness and your.Special Invitation on 
-Textile-and. Gafmerits.would be dealt a 
deadly blow i f  these contradiction and their 
undermining effect are not halted.” . . - -,
Sir, in recent times, this issue has attracted, 
the attention anddiscussionsofmostGhanaians 
including some state institutions like the 
Revenue Agency Governing -Board, the 
Finance, Trade and Industries Ministries, 
CEPS, the Anti Textile Smuggling Task Force 
■arid even the National Security Council. -..
The TMC workers lamented that “ the 
threatened closure by textile manufacturers, the 
apparent silence o f the sector ministries and 
1 the inaction o f the security agencies to “ take 
the bull by" the horn arid also allowing the' 
principal suspect, a Chinese to operate in this 
nefarious activities to: the detriment o fthe  
national economy has coriipelled us to appeal 
for your personal intervention to save this 
indushy from total collapse: “
“ Wesporigly believe thatyourimmediate 
intervention as you have always done in other 
similar instances will put to rest any unforeseen 
situation,in the nearest future,”  the petition 
concluded.
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Addendum
1.1 Nature of choice and sources of medicine in the fieldwork site
In the context of medical pluralism, when people fall ill they and their 
significant relatives inevitably have to decide what type of medicine to use. 
Most often, this requires choosing from different sources of medicine. 
However, it has to be recognised that any choice made is constrained by the 
availability (physical) of the various sources of medicine at the location or 
within a reasonable distance of the location where the need for medicine has 
arisen. Where particular sources of medicine are unevenly distributed, and 
Hospital or Clinic treatment in the fieldwork site is only primarily available in 
the district capital and its surrounding villages, any assessment of choice 
would be influenced by this factor. The uneven distribution is likely to have an 
effect on people’s choices.
Five common sources of medicine were identified in the fieldwork site, 
namely: Family or Voluntary Supplied Traditional Medicine (TM); TM Vendor 
or TM Herbalist (TM oriented sources); and Western Style Medicine (WSM) 
through the use of Hospital/Clinic Treatment; or WSM Vendors (WSM 
oriented sources). There is widespread availability of the three defined 
sources of TM, particularly Family or Voluntary Supplied TM, relative to the 
two defined sources of WSM especially Hospital or Clinic Treatment.
With regard to Family or Voluntary Supplied TM, in every household in rural 
communities someone in the household or a neighbour will know about some 
local remedy capable of treating one illness symptom or another and will be 
ready to offer free assistance, and the fieldwork site was no exception. TM 
Vendors are visibly numerous, but unlike the Family or Voluntary Supplied 
TM, they are commercially driven. Similar to WSM Vendors, TM Vendors 
travel around to sell their herbs. They are capable of offering sizeable 
discount to their customers. As for the Herbalist, every village or town has one 
or more, but there are variations in their competencies and skills.
With regard to Hospital/Clinic Treatment, the fieldwork site has a district 
hospital located in the district capital, Mampong, and 10 clinics or health posts 
dotted across the whole fieldwork site (see section 2.1 page 29). However, 
each town or sizeable village has a shop or shops. These are general shops 
selling all kinds of items, including some kinds of over-the-counter WSM 
drugs. The range of pharmaceuticals sold in these shops depends on the size 
of the village or town or how urbanised it is. Mampong has two private shops 
dedicated to the sale of WSM drugs, whereas the towns of Beposo, Kwamang 
and Nsuta have one each. The Mampong shops stock a wider range of WSM 
items compared with the shops in the other towns or villages. Yet some 
routine drugs, most often, can hardly be obtained from them. Such drugs can 
only be reliably obtained from the chemist and pharmacy shops in the regional 
capital, Kumasi, about 45 kilometres away from the district capital. The other 
towns or villages of the electoral areas listed in Table 5.2 do not have such 
dedicated shops. Purchasing through such shops was categorised as “WSM 
Vendors”.
The main source of WSM for people living in these communities is through 
purchasing from WSM Vendors or itinerants who regularly (heavy rains and 
transportation permitting) visit towns and villages with suitcases of WSM 
drugs to sell. For example, Thursdays and Wednesdays are designated 
market days for Nsuta and Mampong respectively, and WSM Vendors take 
advantage of the relative ease of transportation to remote areas on these 
market days. They board the first or second transport visiting the market area 
of choice to trade for the day, getting there early in the morning, in order to 
have ample time to trade before catching the last transport back to their area 
of residence. These WSM Vendors are supposed to have a licence, but the 
lawfulness of their activities is rarely checked. Unless something goes 
drastically wrong, villagers who rely on the services of WSM Vendors would 
rarely question the lawfulness of their activities. Both the WSM Vendors and 
TM Vendors offer indirect advice on the medicines they sell.
The implication of the distribution of the various sources of medicine in the 
fieldwork site is that apart from Hospital Treatment, which is only available in
the district capital and Clinic Treatment also available in few towns, WSM is 
largely available through shops, WSM Vendors or itinerant WSM sellers. Next 
to Family or Voluntary Supplied TM - which is free - WSM Vendors was the 
most used source of medicine among all the sources which required financial 
expenditure. This suggests WSM was reasonably available, not least through 
WSM Vendors, thereby offering the population of the fieldwork site a 
reasonable choice between the WSM and TM sources of medicine. This 
makes the context within which choice between WSM and TM was assessed 
in the fieldwork site reasonably acceptable and consequently the conclusions 
from this research.
1.2 Relationship between socio-economic status (income and education)
and beliefs: (general beliefs)
There was a significant relationship between income and general beliefs (see 
Addendum Table 1) but not between education and general beliefs. However, 
there was a noticeable pattern suggesting that respondents who have 
attained higher education were more likely than those who have attained 
lower education to report holding less traditional beliefs and those with lower 
education than higher education to report holding stronger traditional beliefs 
(Addendum Table 2). How these relationships influence choice of WSM is 
complex, particularly the relationship between income and beliefs, because it 
is not easy to explain how income affects beliefs.
Addendum Table 1
___________ Respondents’ General beliefs by their Income____________
Income
General Beliefs
Low
Income
Medium
Income
Highest
Income All
Very Traditional 42% 27% 29% 36%
Moderately Traditional 33% 43% 35% 36%
Less Traditional 25% 30% 36% 28%
Total Number (n=) 
Chi-square 
P-Value 
Cramer’s V
(352) (181) (70) (603) 
14.7 
P< 01** 
0.11
Source: CHOICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004, Q.79 and 38-50.
The effect of income on beliefs could be partly explained through the effect of 
education because there was a significant relationship between income and 
education where higher income was significantly associated with higher 
education (see Table 6.6). A respondent in a higher income group was more 
likely to have attained a higher education and therefore the benefits of higher 
education such as better employment, exposure to urban life and social 
interaction outside his or her immediate community and consequently 
subjected to the beliefs’ modifications which education ensures.
Addendum Table 2
Respondents’ General beliefs by their Educational level
Education
Primary and Middle or Senior
Below Junior Secondary
General Beliefs Primary Secondary and Above All
Very Traditional 39% 37% 27% 36%
Moderately Traditional 38% 34% 41% 36%
Less Traditional 23% 29% 32% 28%
Total Number (n=) (153) (368) (82) (603)
Chi-square (ns)
P-Value (ns)
Cramer’s V (ns)
Source: àiï'ÔICE OF TYPE OF MEDICINE SURVEY (CTMS) 2004, Q.80 and 38-50.
However, the relationship between education and general beliefs is more 
amenable to explanation. It could be explained that this occurs through the 
formal education system, general social interactions and exposure to new 
developments.
The relationship between income and general beliefs affect the use of WSM in 
that income gives people more freedom to pay for WSM in the context of their 
beliefs. People who have a larger degree of freedom i.e. more income, have 
wider scope to use WSM than those with a limited degree of freedom i.e. less 
income, in the context of their beliefs. People whose beliefs allow them to use 
WSM and have the necessary income to pay for it may be able to do so,
whereas similarly, those whose beliefs allow them to use WSM but who do 
not have the necessary income to pay for it may not be able to use it. This 
explains why, for example, the overall percentage of respondents who would 
use WSM for the treatment of different specified illnesses varied remarkably 
and there were significant variations among the different categories within the 
variables (see Table 7.8). While for the treatment of 'boil' only as few as (7 
percent) of respondents would like to use WSM; for Malaria and Poison 
Episode, the figures were (27 percent) and (30 percent) respectively. At the 
same time, more of the respondents with higher income or education reported 
they would use WSM more than respondents with low income or education. 
This suggests that the relationship between income and beliefs and the use of 
WSM was complex in the fieldwork site.
Given that the key objective of the research was to ascertain the relative 
influence of Socio-economic status (SES) and Cultural beliefs i.e. income and 
general beliefs and/or education and general beliefs on choice (use of WSM), 
the relationship between income and general beliefs and/or education and 
general beliefs was not an end in itself, but the relative influence of either 
income and general beliefs or education and general belief on choice (the use 
of (WSM) was.
Therefore, the finding that SES variables, particularly income followed by 
education were the most important influences on the use of WSM in the 
fieldwork site does not render the impact of traditional beliefs superfluous. 
What the thesis is arguing is that in the context of the influences of socio­
economic factors and traditional beliefs, income has the primary, but not an 
exclusive, influence on the use of WSM in the fieldwork site.
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